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OUR DUTY AS DOCTORS TO OUR 
PATIENTS 

JOSEPH MADISON GREER, M.D., F.A.C.S. 
Phcenix, Ariz. 

(Address of the President-elect, before the Arizo- 
na State Medical Association, at its twenty-ninth 
nnual session, held in Phocmix, Ariz., April 24 to 
26, 1930). 

Just why the subiect of “Our Duty as 
Doctors tc Our Patients” was chosen by me 
I cannot v-ry wel! exp'ain. Several subjects 
were suggested, none of which seemed to 
suit. They were either too scientific, or thev 
involv-d rhases which were either old and 
hackneyed, or which would be rather pre- 
sumptive cn the part of a chairman of a 
Medical Association in a state like Arizona to 
discuss. 

Tt is usvally expected that the president 
will have made many nromises before hav- 
ing been elected to office, and that in this 
address he wil! express to the assembly in 
flowery language these promises, and tell 
iust how he is going to carry them out. He 
is also probablv expected to tell the assembly 
iust what wonderful things he is going to ac- 
complish during his term of office, and how 
much b-tter the Association is going to be 
for havin™ been so fortunate as to have him 
at its head. This last year, however, it was 
different. Avrarently, presidential timber 
was searce, or not vresent, and the time for 
election came suddenlv upon the Associa- 
tion, and it had not had time to think. In 
this ungvarded moment an unknown indi- 
vidual was hurriedly nominated and elected, 
and it was rot until afterwards that realiza- 
tion came that a rresident had been elect- 
ed with no strings to him and without hav- 
ive had exacted from him any promises 
whatsoever. 

Inasmuc® as this has been done and I have 
mats no promises and. technically, have 
nothing to live up to, I shall feel free to talk 
about whatever suits my fancy. There is 





nothing to be lost, and should anything be 
gained in the minds of any of the members 
of my audience we will be just that much 
ahead. 

In discussing our duty as doctors to our 
patients, this morning, I shall not dwell so 
much upon the scientific and artistic side 
of medicine as upon the humanitarian, or 
reasonable, or common-sense side. It is un- 
derstood that the doctor is a scientifically 
trained man, and that he will give his patient 
the best scientific treatment. I wish to talk 
about some of the things that really mean 
much to our patients, but which, in our haste 
and scientific application of our craft, we 
frequently overlook or pay little attention to. 

Usual y ‘t is the little things in life that 
make us happy or make us sad, that make 
us comfortable or make us uncomfortable, 
that sooth us or irritate us. The bigger 
things in life are important of course, but 
they are usually the sum of the smaller 
ones. 

It does seem to me that the physician has 
a duty to his patient, in addition to the sci- 
entific and artistic practice of medicine, that 
will not only safeguard his patient’s welfare, 
but will make the scientific application of 
the practice more satisfactory and more suc- 
cessful. Doctor Irvin Abell of Louisville, in 
an address before the Catholic Hospital As- 
sociation in Chicago last year, had this to 
say: “The practice of medicine offers to the 
doctor a combination of intellectual and 
moral interests of unusual degree, affording 
opportunity for the development of the 
highest scientific mental acumen in adding 
to the sum and total of human knowledge 
and the employment of utilitarian and char- 
itable impulses in contributing to the im- 
provement in human _ welfare.” In other 
words, there is something more than the 
mere cold scientific application of our 
knowledge and skill. 






























































206 


As we all know, medicine has undergone 
many changes in the past twenty-five years. 
From 2. scientific viewpoint more has been 
eccomplished in that time than in any simi- 
lar period in history. But with this increased 
knowledge there has come an increased re- 
sponsibility for the doctor in the discharge 
of his duty to his pat’ent. Of course. funda- 
mentally, the mora! principles underlying 
his obligation have not changed, but the 
channels through which this obligation is to 
be discharged have been both amplified and 
diversified. The duty of the doctor to his 
patient may be epitomized as one having as 
its basis science, education, humanitarian- 
ism, and just plain thoughtful human con- 
sideration, or common sense. 


Relative to the Science in medicine: With 
the knowledge that has been, and continues 
to be gleaned from mother nature by the in- 
defatigable workers in medicine, the practice 
has tended to become more and more a Sci- 
ence as the years have gone by. Science is 
cold and inanimate; it has neither soul nor 
sentiment; it deals solely with definite cause 
and effect. Humanity, on the other hand, is 
fervent and spirited; it has ardent desires, 
and bitter rancor; while the rule of definite 
cause and known effect is applicable to but 
a part of its ailments. The development of 
scientific medicine is a long way ahead of 
its application, and this is due both to a 
lack of activity on the part of the profession 
in disseminating such knowledge (I may 
have more to say about that later), and to 
the ignorance and the incredulity of the 
laity in accepting it. Medicine is not, and 
cannot become, an exact science. Human be- 
ings are not guinea pigs, nor are they chem- 
icals in a test tube presenting fixed reac- 
tions to disease. Nevertheless, the funda- 
mental basis of medicine rests on science, 
since, in its latter aspect, it deals solely with 
disease. 


It is the duty of the doctor to become con- 
versant with the facts which the scientist 
and research worker have gleaned, and to ap- 
ply these facts to the bedside in the treat- 
ment of disease. The medical schools of to- 
day give te student the knowledge accu- 
mulated by scientific medicine. With this 
knowledge and the experience of having inti- 
mate contact with patients and their dis- 
eases he is to gain wisdom. His duty to 
his patient bids him keep abreast of the 
times in the acquisition of further knowl- 
edge and the method of its application in 
the treatment of disease. The means at his 
disposal for doing this, and of which it is 
incumbent upon him to avail himself, are 
medical literature, medical societies, and 
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post-graduate work at the large clinics, hos- 
pitals, and medical centers. The advances 
in medicine are so great and so many that 
unless one utilizes those means of acquaint- 
ing oneself with them, one is apt to fall 
short of his duty in providing the patient, 
whe in‘rusts himself to the doctor’s care, 
with treatment that embodies the present- 
day knowledge to which the patient is mor- 
ally entitled. 


Relative to Psychology in Medicine: Un- 
der this heading we might also say a word 
about the education of the public, for it is 
our duty as individuals to lose no opportu- 
nity to inform the public upon things medi- 
cal. In the past we have been secretive, and 
medicine has been shrouded in too much 
mystery. As members of organized medi- 
cine it is our duty to formulate some plan 
whereby the nublic could obtain accurate and 
reliable information relative to standardized 
and most accepted practices in medicine, and 
also about the advances in medicine. To 
use an expression of the day,—organized 
medicine should advertise, and make the 
laity “medical minded.” There is a very 
good article in the American Medical Asso- 
ciation Bulletin by Dr. Farr of Minneapolis, 
entitled “How Shall the Layman Choose a 
Doctor?” This is a very important subject, 
and now, how does he choose a doctor? It 
seems to me that it is our duty as members 
of organized medicine to formulate some 
plan whereby the public may be instructed 
in making a proper choice of a doctor when 
one is needed. Almost every daily paper 
now has a medical column. Maybe the local 
medical organization could handle this prob- 
lem through this column. Maybe it would 
be better for a committee from the Ameri- 
can Medical Association to handle this rather 
than the local society. It has been suggest- 
ed that a plan be worked out through the of- 
ficials of the County Medical Society, after 
the outline of a definite policy by the Amer- 
ican Medical Association, in which the public 
may be instructed that they can get defi- 
nite help in their selection of a physician 
from these local officers. The difficulty of 
such a plan is of course that of treating the 
entire profession fairly as well as giving the 
public the maximum of safety and protec- 
tion. It is the duty of each one of us to 
give this sufficient and serious thought, and 
then to act upon it, in order that some plan 
may be worked out that will hetp the lay- 
man choose a physician. 


After this little digression we again 
come back to the physician’s duty to his in- 
dividual patient. It is our definite duty to 
conduct ourselves so as to inspire confidenc : 
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of our patients in ourselves. This is not 
only for own good,—although we will bene- 
fit thereby,—or for the good of the other 
members of the medical profession,—al- 
though they will be benefited thereby,—but 
for the actual good feeling and peace of mind 
of the patient, which will help him to recover 
from his illness all the sooner. 

We should not only endeavor to inspire 
confidence in ourselves, but we should take 
particular care to inspire confidence in the 
hospital to which we send the patient, con- 
fidence also in the nurses who care for the 
pitient, yes, confidence with everyone who 
comes in contact with the patient during the 
course of his care and treatment. If all doc- 
tors would exert an effort along this line it 
would no doubt prevent many individuals 
from consulting some cultist, or from indulg- 
ing in some will-o’-the-wisp remedy, thereby 
losing valuable time, and perhaps a life. 

If we confine our ministrations to such im- 
personal considerations as_ the scientific 
study of the patient’s ailment, the history, 
the various laboratory and technical exami- 
nations leading to a diagnosis, and also to 
treatment, our sphere of usefulness will be 
restricted. Disease in man is affected by 
what we call “emotional life,” and gives rise 
to a complexity of symptoms for which fre- 
quently no organic basis can be scientifical- 
ly sustained. To dismiss patients in this 
category as not being ill may be justified 
from the standnoint of scientific pathology, 
but certainly they may not be dismissed if 
viewed from the equally important viewpoint 
cf human psychology. It is perfectly possi- 
ble. and many times havvens, that we, in our 
enthusiasm for scientific medicine, and in 
our enthusiasm to become intimately ac- 
quainted with our patient’s disease, remain 
total strangers to the patient. It may be 
rranted that the treatment of disease from 
purely scientific viewpoints will suffice for 
the satisfactory cure of most patients. It 
can also be safely asserted that in many 
cases such impersonal treatment is subver- 
sive of the best interests of our patients, 
and may even interfere with the best re- 
sults of our treatment. Moreover, such im- 
personal treatment does not always tend to 
inspire the most confidence in us as doctors, 
nor does it always tend to make our patients 
the most comfortable. We might say that 
the treatment of disease is scientific and im- 
p-rsonal, and the care of our patients is hu- 
manitarian and completely personal, and 
that our duty is to combine these two in 
proper quantities in order to secure the best 
results. 

It would seem that most any of our pa- 
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tients would be much happier if we would 
show real personal interest in their troubles, 
and display friendliness, and evince sym- 
pathy with their ailments, rather than to 
take their histories, for example, in an im- 
personal and methodical manner, showing 
much more interest in filling our compli- 
cated case record sheet than in listening to 
the patient’s storv and manifesting a feeling 
of real svmpathy toward them. We should 
remember that they are _ individuals in 
trouble and need help. In many instances it 
is just as important to study the natient and 
his surroundings, his emotional reactions, 
his fears and avprehensions. his hones and 
asp‘rations, as it is to studv his disease. Hu- 
manitarianism and its rational application 
unon a psychological basis constitute as defi 
nite a duty of the doctor to the patient as 
does a scientific study and treatment of the 
malady from which he is suffering. In fact. 
he may be suffering as much from some of 
these other things as he is from disease. 


Physical pain is to be relieved bv the cor- 
rection of the ailment nroducing it. Mental 
pain arises from dread, fear. anxietv. dis- 
apnointment, remorse, obsessions. doubts. 
phobias. and pzychoneuros’s which have no 
organic basis. and yet which produce many 
functional disturhances. These are not in- 
frequentlv preceded by ininrv or illness and 
result in Jone continued disabilitv. present- 
ing a rich field for mental snuegestion, sur- 
eestive therapeutics. and rsvchotherany. 
The value of hove. of a determination to live 
is one of the oldest facts of common knowl- 
edes, A change in mental attitude. a stab- 
ilizinge of the will power 9»ccounts for many 
of the “eures” wrought bv auacks and char- 
Jatans. Confidence constitutes most of the 
cure. Mind enring can never he an exact sci- 
ence dealine with fixed nrinciples, with con- 
stant recular recurring facts. because it de- 
rends on sch contingencies as the nature of 
disease and the versonalitv of the one apvly- 
ine it. The objection might be raised that 
since these emotional disturbances consti- 
tute a rather large group. and since their 
treatment is psycholovical rather than med- 
ical. this phas> of medicine should be han- 
dled by specialists. While we believe in 
specialism, we should not helieve in too much 
specialism. We believe that a man should 
stick to his particular line of work, vet we 
do not anticipate much objection from those 
srecializing in psychiatry if we practice a 
little humanitarianism, personalism. and 
sympathism along with our real specialty. 

A diagnosis is no longer restricted to the 
dominant ai'ment from which the patient 
suffers. It must include a consideration of 
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the various departures from the normal. The 
correct appreciation and application of inter- 
est in the patient’s psychology will, as a rule 
secure his confidence, aiding thereby in es- 
timating the obstructions to his return to 
health. 

Fortunately or unfortunately, the study 
and treatment of the sick has become so 
complex that the service of many individuals 
are required. It is our duty, when in charge, 
to cultivate such an attitude of tact, courte- 
sy. affability, and a manifestation of cheer- 
ful interest in our patient’s welfare, that our 
co-workers will evince a similar attitude, to 
the end that unfavorable interactions be- 
tween the pathological process and the intel- 
lectual processes of the patient be obviated 
or reduced to a minimum. 


The extent of the information we should 
give a patient regarding his disease is usual- 
lv determined by his psychology. We usu- 
ally be’ieve in telling our patients about 
their ailments, and in trying to explain to 
them. The science of medicine permits of 
no equivocation as regards appropriate treat- 
ment; yet at times the art of medicine de- 
mands some equivocation in stating the 


character of the illness, if the patient is to 
be spared unnecessary mental anguish. I 
do not mean that the eravity of anv illness 
should be dispensed with lightly. 


Nor do I 
mean that one should make direct misstate- 
ments. But I do mean that we should avoid 
the bleakness of utter hovelessness by being 
charitable. hoveful, and tactful in our ex- 
pression, without saying too much, when we 
are face to face with one of the hopeless con- 
ditions that we so frequently meet. For us 
to tell a patient when he first comes to us 
that he has an incurable. hopeless malady 
would deprive him of that hope which 
springs eternal in every human breast. You 
may recall the advice which Oliver Wendell 
Holmes gives, in his essay, “The Professor”, 
to those about making a choice of a physi- 
cian: “Be sure you get one with a serene 
and cheerful countenance. A physician is 
not, or ought not to be an executioner; and 
the sentence of death upon his face is as bad 
as a warrant for the execution signed by the 
governor. As a rule no man has a right to 
tell another one bv word or look that he is 
going to die. It may be necessary in an ex- 
treme case, but as a rule it is the last ex- 
treme of imvertinence which one human 
being can offer to another.” 


I do not mean that we should be dishonest 
nor hold out false hope but a discussion with 
our pitients with an attitude of hopeful un- 
certainty might many times add months of 
happiness to their lives. It is also our duty 
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to tell to some near friend or relative the 
absolute truth as it appears to us. 


I would like to speak now for a few mo- 
ments upon what might be called “Spiritual 
Therapy.” Regardless of what our relig- 
ious views may be, if any, we owe to our pa- 
tients and their relatives certain moral con- 
siderations relative to religious practices. It 
has been said that religion has done more 
than any other one thing to make people ra- 
tional in their lives and not merelv the sport 
of their impulses and instincts. Whatever we 
may think of the profe-sion of theology, the 
minister and the doctor working together 
unselfishly, are the greatest known factors 
and forces in the happiness and health of 
man. This re’igious side is much more im- 
portant to the patient and his relatives in 
some sects tan it is in others. and it is our 
duty to know this end respect it. We should 
never fcrce our own religious beliefs or dis- 
beliefs uvon our patients but we should re- 
spect theirs. Even though we may not be re- 
ligious ourselves, we may many times pre- 
pare for the introduction of the clergyman 
which will mean much mental comfort to 
our patient. Let us remember that religion 
is a vital aid to humanity, not only hereafter, 
but here as well. Religious faith pointing to 
a life of blessedness and immortality is a 
power in the lives of some that assuages the 
keenest scrrow and the greatest suffering 
and also makes the avenue of death smooth 
and pleasant. If we do not recognize this, 
or if we feel a contempt for religious prac- 
t'ce, it mav ‘be said that we lack the true 
power of observirg and the A BC of moral 
phi'osophy. 

In cases of sudden and dangerous illness 
we should be especially careful to give timely 
warning to all those who have most interest 
at stake. Friends may have to be sum- 
moned, highly important wills executed, and 
urgent business arranged. And sometimes 
the sick one, whose past may have been of 
the earthy, may desire time to reflect upon 
the great eternity, and to set his spiritual 
house in order. 

We should respect the religious beliefs of 
each and every patient. In this locality many 
patients of the Latter Day Sa‘nts faith are 
seen, also Roman Catholic patients are en- 
countered in every community, and we should 
be familiar with the duties cf a physician to- 
wards these patients. 

When in attendance upon a Catholic pa- 
tient be esp2cially careful, when danger ap- 
pears, to tell the friends without delay, that 
they may summon a priest to give the suf- 
ferer the last sacraments. One of the sev- 
cn sacraments of the Catholic Church is that 
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of Extreme Unction. They believe that it pu- 
rifies the soul of the dying from any sin not 
previously expiated through other sacra- 
ments, and that it gives the sufferer 
strength and grace for the death-struggle. 
The Roman Catholic Church teaches that 
moral responsibility begins at the age of rea- 
son; therefore, Extreme Unction is neces- 
sary for all who have attained that age. 


Another of the seven sacraments of the 
Chureh of Rome is the Holy Eucharist, 
which is believed to contain Christ’s whole 
Being: His Body, Soul and Divinity. It may 
be frequently administered in all cases of 
sickness provided the patient has sufficient 
consciousness to make a full confession. If 
the nature of the illness is likely to render 
our patient unconscious we should be careful 
to inform the family beforehand so that the 
priest may be sent for and the Sacraments 
administered before the reasoning powers 
are obscured. 

Baptism is another sacrament we should 
be careful to administer, or have administer- 
ed, to a child of Catholic parents, if it is be- 
lieved to be in danger of dying. It is not im- 
perative that this be administered by a mem- 
ber of the Catholic faith. When there is rea- 
son to doubt the viability of the child in the 
process of delivery it may be baptized upon 
the presenting part. Those things mean 


much to some of our patients and it is mani- 
festly our duty to be considerate of their 
feelings and beliefs. 

In the Mormon religion there are little de- 
tails of the attending physician that are dif- 


ferent from the others. By way of paren- 
thesis I should like to correct a statement we 
frequently hear that the Mormon Church 
requires their people to call physicians of 
their own faith. They teach their people to 
ascertain, if possible, the physicians having 
the best training, and therefore the ones in 
whom they would have the most confidence. 
This, you see, places their system of selec- 
tion of a p»ysician on the same basis as that 
of any other church. Coming back to the 
details that a doctor should know relative to 
their faith, they believe, as a religious cere- 
mony, in the patient being administered to 
by the Elders of the Church. Their Biblical 
authority for this is found in the fifth chap- 
ter of James, 14th and 15th verses, which 
read as follows: “Is any sick among you?* 
Let him call for the elders of the church; 
and let them pray over him, anointing him 
with oil in the name of the Lord; and_ the 
prayer of faith shall save the sick, and the 
Lord shall raise him up; and if he have com- 
mitted sins, they shall be forgiven him.” 
This corresponds to the prayers of any 
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church and makes for peace and quiet in 
the mird of tre patient. It is not a religious 
treatment ta’ing the place of medical treat- 
ment, as has been stated, for in this ceremo- 
ny they pray that t»e physician may be giv- 
en sk‘ll and understanding, in order that he 
may be better a’ le to treat the case. It is a 
courteous thing for the physician and the 
nurse to leave the rcom at this time. It mat- 
ters not whether they are members of the 
Mormon church; it leaves a better atmos- 
phere for prayer if they leave the patient 
alone with the Elders for the duration of 
the ceremony. There are certain sacred ar- 
ticles end symbols in various religions and 
with the Mormons the Garment is sacred, 
and should be treated with proper consider- 
ation. 


It would seem to me that there are occas- 
ions, with patients of this faith, when we 
should ask them if they would not like to 
have us send word to the Bishop, and the 
Elders to come and see them. This might do 
them as much good as the ultra scientific 
treatment that we might be administering 
to their bodies. At any rate, they would not 
think that their doctor was scoffing at their 
spiritual desires as “religiously foolish,” as 
a patient of mine once said when she asked 
me if I would object if the Elders came to 
administer to her. It would free their minds 
of the possible conflict of the mind of the 
one in whom they had the most confidence, 
and they would not feel him unsympathetic 
to their religious beliefs. And, as I said be- 
fore, there little things make for peace of 
mind to our patients, and it is not unreason- 
able to think they make for more speedy re- 
covery. 

I would now like to say a few words about 
the economics of medicine, and its relation 
to the duty of the doctor to his patient. Re- 
cently there has been much written about 
the “high ccst of medical care.” A commit- 
tee has even been appointed to investigate 
this matter, but if they have found a remedy 
they have not divulged the fact. However, 
I am sure there is much we as doctors can do 
to allay the patient’s mind along this line. 
We are not commercially minded. There- 
fore, we are often careless about things fi- 
nancial. But we should remember that to our 
patients who expect and want to pay their 
bills, the high cost of treatment is frequent- 
ly a great mental worry. I think we have 
all seen some of our patients worry until it 
interfered with their proper and rapid re- 
covery. To indulge a slight exaggeration 
for the sake of mak‘ng my point it might be 
said that ‘it would profit our patient but lit- 
tle to save his life from a serious malady, 
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just to have him worried to death” by an 
overwhelming bill for hospital, nurse, labo- 
ratory and professional services. Moreover, 
a little attention to this on our part would 
mitigate against such a situation very great- 
ly. Why place our patient in a fifteen-dol- 
lar rcom when one at half the price would do 
just as well, and when we know very well he 
cannot afford the former? Why place the 
special nurse with him when he cannot af- 
ford it, and when floor nursing will do just 
as well? Many nurses have been ambarrassed 
at staying on cases when they knew the 
patients could scarcely afford to keep them, 
and also when they knew the patients could 
get along very well without their services. 
We have a great deal of laboratory and 
x-ray work done to satisfy our own curiosity, 
or to show our colleagues that we work up 
our cases very scientifically, and this adds 
very little to the adequate care of our pa- 
tient. It is true we like to, and we should, 
work up our cases properly and scientifical- 
ly, and completely, but many times our pa- 
tients cannot afford it. If he cannot afford 
it, and does not pay it, and we could get 
along without it, we can be accused of adding 
to the high cost of medical care. 


Many times, also, our patients are annoyed 
greatly by some clerk at the hospital desk 
trying to adjust proper financial arrange- 
ments, when a little discussion on our part 
with the patient beforehand, and a little note 
from us to the hospital regarding the pa- 
tient’s financial status, and what he desires, 
or needs, would facilitate matters greatly, 
and make for the better contentment of our 
patients. Usually the experience of going to 
a hospital is a new one to our patients, and a 
little information from us relative to hospi- 
tal practices will place them at ease and 
make for less mental irritation, and uneasy 
anticipation. If we would inform our patients 
about hospital charges, in a general way, 
they would not feel unkindly toward the hos- 
pital when they receive their statements, or 
when they are informed of rates at the ad- 
mission desk. By ascertaining what our pa- 
tients can pay, and seeing that they pay this 
perhaps we can hand.e this ghost, “the high 
cost of medical care.” 

In closing my remarks, I realize that the 
subject has been covered very inadequately. 
I imagine that listening to me has been like 
reading the dictionary in that the subject 
has been changed so often. However, to sum 
up our duties as doctors to our patients: I 
firmly believe they imply more than the im- 
personal practice of scientific medicine. If 
we will exercise effort to inspire confidence 


if we will consider our patients from a psy- - 
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in ourselves and in those who work with us} 
chological viewpoint as well as from a phys. 
ical; if we will consider them as - spiritual 
beings and respect their religious beliefs: 
and, finally, if we will consider that. they 
have an economic status to maintain, we wil] 
be more adequately carrying out our duty ad 
doctors to our patients. 





THE TREATMENT OF DIABETES BY 
THE GENERAL PRACTITIONER 
ROBERT STANLEY FLINN, M.D. 
Prescott, Arizona, 

(Read before the Arizona State Medical Assovia- 
tion at Prescott, April 19, 1929.) 

There are, according to Joslin, approxi- 
mately “a million members of the diabetic 
club of America.”” Inasmuch as a minority of 
these are treated by the specialist there re- 
main several hundred thousand diabetics 
who must look to the general practitioner for 
their medical supervision. The -statement is 
often made that it is quite impossible to 
treat diabetes through office practice but if 
the physician will adopt a definite system 
whereby a certain part of the treatment is 
outlined at each successive office visit he will 
find that he will be able to treat successfully 
the majority of cases of uncomplicated dia- 
betes that come to his office. 

Fundamentally the diabetic suffers from 
a hypofunctoin of the internal secretion of 
the pancreas. The specific substance, called 
insulin, accelerates glycogen storage and the 
oxidation of glucose. In diabetes, insulin 
production being at fault, the process of gly- 
cogen storage and glucose oxidation is inter- 
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fered with. Sugar therefore accumulates in 
the blood, leads to hyperglycemia and hav- 
ing crossed the threshold of renal excretion 
appears in the urine.. 

In normal individuals the level of the su- 
gar in the circulating blood remains remark- 
ably constant ranging from 0.08 to 0.12 per 
cent or from 80 to 120 milligrams of glucose 
per 100 c.c. of blood. There are two factors 
which tend to elevate this blood sugar level 
and two factors which tend to lower it. Ab- 
sorption of glucose from the alimentary tract 
and the conversion of glycogen back into glu- 
cose naturally raise the blood sugar level, 
while the oxidation of glucose by the tissues 
and the conversion of glucose into glycogen 
lower the blood sugar level. 

In Chart I are shown the glucose time 
curves in two normal individuals. One hun- 
dred grams of glucose were given by mouth 
and b'ood sugar determinations were carried 
out at thirty minute intervals. Simultaneous 
urine specimens were obtained and examined 
for glucose. Following the ingestion of glu- 
cose the blood sugar rises rapidly until in 
thirty minutes the maximum is reached. 
Soon, however, there is a rapid conversion of 
that glucose into glycogen with the conse- 
quent fall of the sugar level to normal or 
slightly below. Inasmuch as the “peak val- 
ues” did not exceed 0.18 per cent, the 
threshold for excretion of sugar by the kid- 
ney, no glucose appeared in the urine. 

Chart II shows the glucose time curve in a 
case of mild diabetes. Since the factor of ab- 
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sorption of glucose by the alimentary tract 
is unimpaired there is a rapid rise of the 
blood sugar level following the ingestion of 
100 grams of glucose. The organism being 
unable to store glycogen in the normal man- 
ner the blood sugar level falls slowly, being 
directly dependent on the amount of impair- 
ment of the pancreas. Inasmuch as the blood 
sugar level exceeded 0.18 per cent, glucose ap- 
peared in the urine. 


In Chart III is shown a sugar curve in 
a case of severe diabetes. The blood sugar 
level is consistently above 0.18 per cent 
so that we expect a constant glycosuria. 
You will observe that after three hours the 
blood sugar level is still elevated, pointing 
to a severe degree of pancreatic damage. 
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Chart III. 

Frequently one sees cases of sugar in the 
urine which present none of the common 
symptoms of diabetes such as thirst, fre- 
quency, loss of weight, etc. Reduction of the 
carbohydrate intake usually fails to alter the 
glucosuria appreciably. Blood sugar time 
curves (Chart IV) show this condition to be 
one of renal glycosuria. The blood sugar lev- 
el remains within normal limits but there is 
a persistent glycosuria which leads us to the 
conclusion that there is a lowered threshold 
for sugar in the kidney. No carbohydrate 
restriction is indicated, as these cases rarely 
if ever develop true diabetes. 

The treatment of diabetes may be said to 
consist of two equally important phases: 


1. The education of the patient. 
2. Regulation of the diet. 
Although not generally considered so, the 
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education of the patient is equally as impor- 
tant as regulation of the diet. A great many 
failures in the treatment of diabetes are due 
to lack of knowledge on the part of the pa- 
tient. It is not enough simply to give a pa- 
tient a fixed diet card. He must be made to 
take an intelligent interest in his condition. 
He should be told in simple terms the nature 
of diabetes, the great importance of diet, the 
absolute worthlessness of drugs, the nature 
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Chart IV. 


of the various foodstuffs, and the procedure 
for the examination of the urine for sugar 
and acetone. In addition to this the patient 
should ‘be encouraged to learn something 
about the condition diabetes by reading some 
diabetic manual such as Joslin’s. 


The treatment of diabetes, according to 
Allen, “consists chiefly in the regulation of 
the diet so as to keep it within the functional 
capacity” of the pancreas. In other words, 
the weakened member is the keynote of the 
treatment in diabetes just as it is in frac- 
ture of the arm or tuberculosis of the lung. 

The final objective in the treatment is 
reached when the patient has been placed 
on a diet on which he maintains his weight 
under normal conditions, This diet must 
contain enough protein to keep the patient in 
nitrogen equilitrium. The urine must be 
free from sugar and acetone. In a large num- 
ber of cases this can be accomplished with- 
out the use of insulin. Every effort should be 
made to place a patient on a maintenance 
diet without the use of insulin as the treat- 
ment is simplified greatly thereby. 

The diet should be kept as simple as pos- 
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sible. In these days of bountiful carbohy- 
drate diet it is well to remember that Jos- 
lin’s “Old Guard’s Diet” was used for many 
years with notable success. It consisted of 
four large portions of five per cent vegeta- 
bles, two small oranges, half pint of medium 
cream, two eggs, four strips of crisp bacon, 
one moderate sized portion of meat and three 
portions of butter. It yielded 59 grams of 
carbohydrate with a total caloric value of 
1463. 

Most authorities agree that a diabetic pa- 
tient should first be put on a very low carbo- 
hydrate diet in order to clear up the glyco- 
suria and allow the pancreas to rest as much 
as possible. The diet can then be gradually 
raised until the patient is receiving from 25 
to 50 per cent more calories than he requires 
for his basal metabolism. 

In order to simplify the routine handling 
of diabetics by the general practitioner, Dr. 
E. H. Mason, of Montreal, has devised the 
following scheme: 

FIRST VISIT: At the first visit the physi- 
cian should first make the diagnosis, look 
for etiological factors such as tocal infec- 
tions, gall bladder disease, etc. The patient 
should then be told about the nature of di- 
abetes, how dietary control is the only treat- 
ment, how he must learn to live under a dit- 
ferent regime. He must be impressed with 
the fact that the responsibility rests with 
him, and not with the doctor. The patient 
should then be taught to examine his urine 
for sugar by Benedict’s method and should 
be given a report to fill out each day stating 
the diet which he has eaten and also the re- 
sults of the daily urine examination. A card 
containing a list of five and ten per cent car- 
bohydrate vegetables and fruits should be 
given to the patient, together with a diet list 
for the next three days. He may be allowed 
an average amount of: 

1. Meat or fish (any kind) 

2. Eggs, cream, butter 

3. Five and ten per cent carbohydrate 
vegetables and fruits 

4.- One glass of milk a day 

5. Oatmeal or shredded wheat biscuit 

6. One slice of bread per day. 

SECOND VISIT: At the end of three days 
the patient returns for his second visit. He 
brings with him the report filled out. If he 
is free from sugar the case is probably mild. 
On the other hand if glycosuria persists the 
case is probably severe. The patient then 
explains the instructions given him at th: 
first visit and is given his first lesson in 
food values. He is told of the unit measure 
ments such as the gram, the cubic centime- 
ter and the calorie. A table containing th: 
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values of common foods is used and the pa- 
tient asked to make a simple calculation such 
as, “How many grams of fat in 50 grams of 
butter?’ and also, “How many grams of but- 
ter will make 50 grams of fat?” 
RULES FOR FIGURING DIETS 

Rule 1. When you have any amount of food and 

want to find out protein, fat, or carbohydrate con- 


tent: 
Amount x per cent value in food 





Divided by 100 
gms. of P. F. or C H O in food. 
Example: How many grams of CHO in 90 grams 
of onions? 





90x9 8.0 
= —— = 8.1 gms. 
100 100 
Rule II. When you know per cent of value of 


food and want to find out number of grams of food 
to weigh to make a definite number of grams of 
CH O, P or F.:— 
Take: 
Gms. wanted x 100 





Percentage value 
No. of grams of food that will cointain 
desired amount of P, F or C H O. 
Example: How many grams of cabbage will con- 
tain 7 grams of CHO.? 
7x100 700 


140 grams of cabbage. 


o o 

Next the patient is taught the ferric chlo- 
rice test for the ketone bodies. The diet for 
the next three days is then given. It is the 
same as at the first visit except that bread, 
catmea! and ten per cent carbohydrates are 
eliminated. 

THIRD VISIT: The patient returns again 
in three days, and reviews the instructions 
cf the last visit. He then calculates a simple 
diet for one meal containing protein, 20 
grams; fat, 40 grams, and carbohydrates, 20 
grams. In balancing the diet the carbohy- 
drates should be calculated first, the protein 
next and the fat last. 

SAMPLE MEAL (breakfast, P. 20, F. 40, CHO 20. 





Food Amount Protein Fat CHO 
Grapefruit ....... ee: 0 0 4 
O-tmeal (cooked) .......... 100 3 0 12 
Cream, 15 per cent 100 2 15 4 
ee ae ae 7 5 0 
Muffin pits tacdn 1 2 11 0 
ee EE | 0 9 0 
sacon, crisp af 60 6 0 0 

Total 20 40 20 


The patient is told to figure the following 
diet et Fome: P.60; F.150; CHO. 60, one- 
th'rd of which is to be used at each meal. For 
the next three days he should return to his 
first day’s diet except that the bran muffin 
shou'd be substituted for the bread. 


DIABETIC MUFFIN 
1 cup boiled bran 
% teaspoon baking soda (level) 
% teaspoon salt. No food value 
% teaspoon cinnamon (if desired) 
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Protein Fat CHO 
Be OF Ses io a ee ces 
Ss 2x eee eee 4.0 Sree Cecile 
RI, UF cc cacccasccetaw as j _ na 
Dattermitk, GO C6. «......0000005s..:-. 2.4 0.4 3.8 
Ee NPS eR 13.9 65.2 3.8 
Bacon fat 60 grams may be substituted for butter 
grams. 


Method: Boil bran in the usual way. Then dry by 
placing in the oven. 

Melt butter and add to bran. Then add the butter- 
milk in which the baking soda has been dissolved. 
Add beaten egg yolk and salt. Lastly, fold in the 
well beaten egg whites. 

Bake in greased muffin above 

Protein Fat CHO 


amount into six. 

Each muffin has for value... 2 11 0 

A METHOD TO RENDER BRAN FREE FROM 
CARBOHYDRATE BY BOILING 

Two cups of feed bran and two quarts of water 
for the first and second boiling. 

Two cups of feed bran and one quart of water 
for the third boiling. 

Put the bran and the two quarts of cold water in 
a large kettle and heat to boiling, and boil for fif- 
teen minutes. Then pour the bran on to a sieve, 
over which one thickness of gauze has been placed. 
Then run from a faucet or pour cold water through 
the sieve, for one minute. Place the bran in two 
more quarts of cold water, back upon the stove and 
again boil for fifteen minutes (second boiling). Re- 
peat the process as at the end of the first boiling. 
Then boil for the third period of fifteen minutes, 
using one quart of water. Drain, and dry the br-n 
out In a warm oven. 

FOURTH VISIT: At the fourth visit the 
patient is able to work diets and is given 
scales or measuring cup for work at home. 
A diet based on the patient’s weivtht is or- 
dered: protein. one gram per kilogram of 
weight; fat, ore gram per kilogram of 
weight: carbohvdrate. one-half gram _ per 
k'logram of weieht (One ki'ogram is equiv- 
alent to 2.2 pounds.) If at this time the pa- 
tient is st‘ll excreting sugar and it is decided 
to use insulin, the patient should be given in- 
structions with regard to dosage, steriliza- 
tion of needle, and the dangers of hypo-gly- 
cemia. Th patient and the other members 
of his familv should be familiar with the 
symptoms and treatment of “insulin reac- 
tions.” If, from two to four hours following 
too large a dose of insulin, he should sudden- 
ly become hungry, weak, restless or nervous 
he should immediately take orange juice or 
sugar to counteract the effect of the insulin. 
In fact everv patient takine insulin should 
carry with him at all times 10 grams of pow- 
dered glucose to be used in case of an insulin 
reaction. 

FIFTH VISIT: In three days the patient 
returns for the fifth visit. He is then placed 
on a maintenance diet and is given from 60 
to 70 grams of protein per day or about one 
gram per kg. of body weight, 150 to 170 
grams cf fat per day, d2pending on the oc- 


tins, dividing 
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cupation, and from 50 to 100 grams of car- 
bohydrates depending on the severity of the 


diabetes. 
The patient is now standardized on a main- 


tenance diet and has been told something of 


the nature of diabetes. He has been taught 
the necessity of diet, the preparation of a 
bran muffin substitute, the examination of 
urine and the administration of his own in- 
sulin. 

He .has further been impressed with the 
fact that he should not rely on his own man- 
agement and judgment of his case but should 
consult his physician at regular intervals. 
He should be warned of the dangers of acido- 
sis and the symptoms by which it is recog- 
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nized. In a prominent place in his bed-room 
the diabetic patient should have displayed: 


Joslin’s Rules for Patient with Acid Intoxication 


Joslin—“Diabetic Manual,” Lea and_ Febiger, 


Philadelphia, 1929, Page 121. 

1. Send for the doctor. 

2. Go to bed. 

3. Keep warm; flannel nightclothes. Heaters 
but put a blanket about the heater to avoid burns. 

4. Take an enema. The enema clears the lowe: 
intestine so that salt solution, a teaspoonful of salt 
to each pint of water, can be given later by the rec 
tum in case liquids are not retained by mouth, Pre 
pare three pints of boiled water as the the doctor 


may wish to use it when he arrives. 


5. Liquids. A cupful an hour. 


coffee, broths, water-oatmeal gruel, orange juice. 


6. Secure a nurse or someone in the family who 


will spend her entire time caring for the patient 


until the doctor arrives. 


DIET LIST 


Foods arranged approximately according to content of carbohydrate. 


VEGETABLES (fresh or 


Hot water, tea, 





canned). (Joslin). 

5 per cent ‘= 10° per cent 15 per cent 20 per cent 
Lettuce String beans Green Peas | Potatoes 
Cucumbers Pumpkin Artichokes Shell beans 
Spinach Turnip Parsnip Baked beans 
Asparagus Squash Canned Lima Beans Green corn 
Rhubarb Beets Boiled rice 
Endive Carrots Boiled macaroni 
Marrow Onions 


Beet Greens 
Dandelion Greens 
Celery 

Tomatoes 

Brussel sprouts 
Cauliflower 

Egg Plant 
Cabbage 

Radishes 

String Beans, canned 
Artichokes, canned 


Green peas, canned 





_ FRUITS 
Ripe Olive Watermelon | Raspberries 
20 per cent fat Strawberries Currants 
Grapefruit Lemons Apricots 
Cranberries Pears 
Peaches Apples 


Pineapple 
Blackberries 
Gooseberries 
Oranges 


Huckleberries 
Blueberries 


Plums 
Bananas 
Prunes 


Cherries 





DISCUSSION 

DR. W. WARNER WATKINS, Phoenix—In form- 
ulating the deitetic t-eatment of diabetes, and in es- 
timating the importance of glycosuria, it is well to 
bear in mind the source and destiny of the sugar. 

The main source of sugar in the body is the car- 
bohydrate foods, starches and sugars. By the hy- 
drolytic action of intestinal ferments, carbohydrates 
are brought to the comparatively simple stage of 
glucose and absorbed as such into the mesenteric 
veins and thence through the portal circulation into 
the liver. The liver takes the glucose molecules and 
seals them together in bundles of six, or hexoses of 
glycogen. Under normal conditions of health, on 
normal diets this glycogen remains stored in the 
liver, and that which is eaten at each meal is swept 
on into the circulation to be burned, or stored in 
the subsidiary reservoirs of muscle tissue. 

The modern conception of treatment of diabetes 


takes into consideration, as an impo-tant factor the 
origin of glucose from protein food, as well. A 
glance at the process of breaking up of glucose in 
its metabolism in the body, in comparison with the 
possible synthesis of amino acids into glucose, will 
show what a simple process this would be for a 
marvellous chemical laboratory such as the liver 
cells are. 

Glucose is undoubtedly broken up into lactic acid 
and acetic acid in the combustion processes of the 
tissues. Glucose can just as easily be built up from 
these same acids. When the proteins are digested, 
they are absorbed into the portal . circulation as 
amino acids, among which glycin and alanin are 
the chief representatives. Glycin is amino-acetia 
acid and alanin is amino-lactic acid,—made by in- 
serting the amine radical into these acids. One of 
the important functions of the liver is its ability to 
de-aminize amino acids. When the amine radical 
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is removed, it is but two steps further to reconstruct 
acetic acid or lactic acid, and then glucose. This is 
undoubtedly an important function of the liver and 
an important source of glucose in the body. It is 
the reason why we must have a low pvzotein diet, 
as well as a low carbohydrate diet in treatng dia- 
betes, because as soon as the usual source of glyco- 
gen is reduced beyond a certain point, the liver will 
begin to replenish its supply from the amino-acids 
coming through it from protein food. 


At the meeting of the Maricopa County 
Medical Society, held in Phoenix on May 6, 
1929, Dr. Flinn read this paper, and the fol- 
lowing discussions on some other phases of 
diabetes were given. 


ETIOLOGY AND PATHOLOGY 
Dr. J. H. Patterson, Phoenix 

This disease is one which is characterized by an 
excess of sugar in the blood and a more or less con- 
stant output of glucose in the urine on a normal 
carbohydrate diet. This is not a very satisfactory 
definition because it does not mention any of the 
causes and we really know little or nothing about 
the cause, or causes, of this dreaded disease. How- 
ever, there has been great advancement made in 
the treatment and handling of the disease, and our 
knowledge has been widened as regards the predis- 
posing factors, among which we may mention age, 
sex, race, heredity, obesity, diet, nesvous strain, 
arteriosclerosis, syphilis, pregnancy, gout, acute in- 
fections, affections of the bile ducts and disorders 
of the pancreas. 
According to available vital statistics, diabetes 
is apparently more common today than it was a 
few years ago. Perhaps this is due to more frequent 
urinary examination, better blood work, a more 
thorough understanding of the disease and better 
education of the public and the doctor. 
Let us consider each of the above mentioned fac- 
tors and try to bring out the influence each of 
these may play in the inception and pzolongation of 
diabetes. 
Age: We find the disease most frequently in the 
fifth and sixth decades of life, though no age is 
exempt. Joslin reports that four to seven per cent 
of his cases occurred during the first ten years of 
life. 
Sex: Most authorities are in accord that the male 
is more prone. However, in reviewing statistics, 
various individuals differ. Mosenthal finds that, 
in the dispensaires, there is a preponderance of 
women. He thinks that perhaps the men generally 
will not come for treatment until they are so sick 
that they must enter a hospital ward, and that, in 
private cases, the male predominates. 
Race: The Hindus in India and the Jewish race 
seem to be most subject to the disease. In the dis- 
pensaries of Baltimore and New York, the fact that 
the Jewish race is so susceptible has been clea-ly 
demonstrated. Diabetes occurs in the colored race 
but no accurate data has been brought forward as 
to whether they are more susceptible than the 
white race. 
Heredity: There is no doubt but that heredity in- 
fluences this disease. Von Noorden and Pleasants 
have both reported extensive family histories in 
substantiation of this statement. Some authors note 
that the onset of diabetes manifests itself at an 
earlier period in each successive generation. It is 
hot uncommon in brothers and sisters. Joslin looks 


upon his cases of heredity diabetes with favor as 
they have most frequently been mild and he con- 
siders it a favorable omen. 
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Diet: It is doubtful if this plays any part in the 


etiology of diabetes. However, some have tried to 
stow that an excessvely high carbohydzate diet on 
rich protein diet—due to the conversion of protein 
to carbohydrate, protein yielding approximately 
sixty per cent carbohydrates—has had a bearing 
on susceptibility to diabetes. 

Obesity: The're is no proof that obesity has any 
influence. The relation between diabetes and 
obesity is purely an empirical one. Undoubtedly 
some fat patients, or some who have been fat, suf- 
fer from diabetes. In older persons the malady as 
a rule is mild and in younger individuals some very 
severe cases develop. 

Nervous strain: Emotional stress frequently 
brings on glycosuria. And it is undoubtedly true 
that, in cases where diabetes has been latent and 
the patient has had a severe nervous strain or 
shock, impairing his ability to handle carbohydrates, 
as above mentioned, the patient may readily develop 
diabetes. 

Arteriosclerosis: This has been thought to be an 
etiological factor, the supposition being that in- 
hibition of the blood supply to the pancreas inter- 
feres with its function. It is not at all uncommon 
to find arteriosclerosis present with diabetes in old- 
er patients, as the former is essentially a diseasq 
of old age and the latter is most common in older 
people. 

Syphilis: The proof that this is an etiological fac- 
tor would be the therapeutic test, and, we are sorry 
to say, only in rare instances has _ anti-syphilitic 
treatment proven of any value. 

Pregnancy: Joslin does not think that it can be 
accepted as proven that pregnancy aggravates dia- 
betes. Diabetes may make its appearance during 
pregnancy, and some authorities believe it to be ag- 
g:avated by pregnancy. Frank says that pregnancy 
increases the permeability of the kidney to sugar 
and that renal glycosuria is nct common. 

Gout: This for years was considered in a fore- 
runner of diabetes and an etiological factor. But 
gout in this country is so rare that we hardly see 
any pronounced relation. 

Acute Infections: We all know that even a slight 
infection causes a diminution in carbohydrate tiol- 
erance, and more virulent infections may cause less 
tolerance. 

Affections of the Bile Ducts: It is not uncommon 
to get a history of gallstones in diabetes. It can 
easily be understood that an occlusion of the distal 
end of the common bile duct, either by stones or 
other causes, could cause a back flow of bile into 
the pancreas, with consequent destruction of pancre- 
atic tissue, including the isles of Langerhans. In- 
fections of the bile system could cause the same 
condition. There are casas on record giving a his- 
tory of jaundice preceding diabetes. 

Other Glands of Internal Secretion: Over-activ- 
ity of hypophysis, adrenals, or thyroid will cause a 
decrease of sugar tolerance, with consequent gly- 
cosuria. However, the etiology of the glycosuria 
is different from those of diabetes mellitus. There 
have been numerous observations, including tha 
classical experiments of Von Mering and Minkow- 
ski, substantiating the belief of the double func- 
tion of the pancreas, that of external secretions 
aiding in the digestion of the carbohydrates in the 
intestines, and an internal secretion from the isles 
of Langerhans. 

In animals complete extirpation of the pancreas 
brings on a clinical picture identical to that found 
in diabetes of man; whereas, tying off of the pan- 
creatic duct alone does not alter the picture, neither 
does transplanting or partial extirpation, leaving 





a ee 


216 


«bout one-tenth of the gland present, modify or give 
symptoms of diabetes. Further study points to the 
isles of Langehans as the probable source of this 
internal secretion. 

We are greatly indebted to Opie and his co- 
workers for demonstrating the frequency of les- 
ions of these structures in diabetes. 

In diseases of the pancreas, including cancer, 
calculus, acute and chronic pancreatitis, we do not 
always find glycosuria. McCallum observes that, 
in ligation of the pancreatic duct, the isles of Lan- 
gehans are the last destroyed in the consequent de- 
st-uction of the pancreas, diabetes not manifesting 
itself as long as the isles. remain intact. 

Our knowledge of the pathology in diabetes is 
not very extensive. The pancreas shows no macro- 
scopic changes. Microscopically, there may or may 
not bs an interstitial fibrosis. In the islands of Lan- 
gerhans there is an absence of the specific granules 
and the cells show changes. In the kidneys there is 
generally a diffuse nephritis with fatty degenera- 
tion. Hyaline changes are often found in the tubule 
epithelium, particularly of the descending loop of 
Henle. 

The live: also commonly shows fatty degenera- 
tion and enlargement. When the so-called diabetic 
cirrhosis is present, the liver is enlarged and scler- 
osed and cachexia develops with melanoderma; di- 
lated stomach and duodenum with colonic stasis 
are commonly found. 

The lungs show great changes; acute bronchial 
and lobar pneumonia commonly terminating in gan- 
gren2, often found. Tuberculosis is not an uncom- 
mon complication. We may also get a fat embolism 
of the pulmonary vessels occu-ring with diabetic 
coma. 

The heart is usually hypertrophied; endocarditis 
is rare and myocarditis is common. 

In the central nervous system, the changes are 
not constant. A secondary neuritis is not rare, and 
som‘times changes occur in the posterior column of 
the cord, similar to those found in pernicious 
anemia. 

Summing all this up, it must be admitted that 
th: actual cause or causes of diabetes a’e not yet 
within our grasp. However, we must recognize that 
all the factors mentioned above must be consider- 
ed and remembered in the treatment and handling 
of diabetes. 

Those of us who do not neglect or overlook the 
factors of emotional or nervous strain, obesity, and 
th:: discrders of the intestinal secretions, wll get 
much better -esults with our patients. 


DIABETIC GANGRENE 
Dr. S. I. Bloomhardt, Phoenix 

An interesting study, gangrene occurring in the 
course of diabetes and the comparison of its in- 
fluence on the mortality rate of the disease before 
and after the days of insulin. 

In 1921, at the Montreal General hospital, 1,016 
patients were observed in the diabetic clinic and 3.5 
por cen‘ of these had gangrene. It was the chief 
contributing cause of death in the disease. From 
1921 to 1922 there we e 200 patients with 2.8 per 
cent gangrene. The deaths from all causes during 
these two years were 12 per cent and of these 12 
per cent 16 per cent were due to gangrene. In 1923 
en! 19%5 there were 600 patients and 4.6 per cent 
had gangren. During this period, the mortality 
was only 3.8 per cent, but of this mortality 39 pe~ 
cent was due to gangrene. Thus we see that al- 
though the death rate in diabetes has decreased 
since the use of insulin, the incidence of gangrene 
fas not decreased and it accounted for a very large 
percentage of the total mortality of the disease 
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Undoubtedly this was due to the fact that other con- 
ditions formerly contributory to the death rate, 
such as surgical complications, coma, etc., are 
now fairly well controlled with insulin. In 1922, 
just before the advent of insulin, the death rata 
from all causes was approximately 8 per cent of 
the total number of diabetics. In 1925, it had fallen 
to one per cent. 

Rabinovitch studied 1,000 cases and he compares 
this with a group of 2,000 cases of Joslin. The inci- 
dence of gangrene in the two clinics is practically 
the same. The sex incidence is the same,—about 
twice as many males as females. Average age 
about the same,—61 years. In both groups, 3,800 
cases, 25 per cent of all diabetics past 70 years de- 
veloped gangrene. Syphilis plays a _ role; with 
syphilis the incidence of gangrene is about five 
times as great as in those diabetics not havng 
syphilis. The extremity of choice is the left foot. 

Rabinovitch’s idea of treatment embraces, (a) 
prevention, (b) treatment of early gangrene, (c) 
treatment of late gangrene. Preventive treatment 
rests with the internist. Treatment of early gan- 
grene has been varied: rest, with dietary and in- 
sulin. Buerger’s exercise, hot and cold baths, al- 
ternately, radiotherapy, and decortication of the 
blood vessels have all been followed by good re- 
sults. 

When gangrene has developed beyond the state 
of recovery, he divides them into two classes: those 
demanding immediate operation and those in which 
delay might be possible. In the presence of septi- 
cemia, immediate removal of the limb. The post- 
ponement of the operation is a more difficult pzob- 
lem to solve. If, in spite of local conditions, the 
urine can be kept sugar free and blood sugar nor- 
mal, operation may be postponed until such a time 
as the surgeon feels the risk will be minimized, but 
if the diabetes cannot be controlled, immediate op- 
eration is necessary. Always recalling elderly dia- 
betics do not react to insulin as readily as younger 
subjects and also that gangrene tends to neutralize 
the effect of insulin. Once the gangrenous limb is 
infected, this adds greatly to the difficulties and 
enormous doses of insulin may have no effect what- 
ever. The site of amputation is purely a surgical 
problem, the presence or absence of infection, tha 
anesthetic to be used, the effectiveness of insulin 
in this patient or that, age, condition of heart, kid- 
neys, etc. The mortality following amputation at 
the ankle appears to have been the same as that fol- 
lowing amputation above the knee. Removal of one 
toe or part of one toe in the majority of cases de- 
manded a second operation. Disarticulation at the 
knee joint appears to have been exceptionally fatal. 





CHOLECYSTOGRAPHY. R. T. Wilson, M.D. 
F.A.C.R., Temple, Tex. Texas State Jour. of Med. 
vol. XXV, No. 10, Feb., 1930, p. 668. 

Author uses chiefly the oral method. During the 
three year period of 1926-1928, 2,112 examinations 
of the gall bladder have been made, this represent- 
ing 7.7 per cent of all x-ray examinations made, as 
contrasted with 1.1 per cent (255 examinations) 
during the p-eceding five years. Of the 2,112 chol- 
ecystographies, 53.5 per cent were classified as 
cholecystitis, and 5.1 per cent of these showed cal- 
culi. In a group of 201 operations, positive evidence 
o gallblaéder disease had been demonstrated by 
cholecystography with oral administrationi of the 
dye in 75.5 per cent of the cases. No response, 
sLght response and irregular cholecystograms are: 
evidenecs of diseased bladder and ducts. The st:aw- 
berry gallbladder showed as abnormal to the dye 
test in fifty per cent of the operatively proven 
cases. 
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THE RESORCINOL FLOCCULATION TEST 
IN PULMONARY TUBERCULOSIS IN 
COMPARISON WITH THE RED BLOOD 
CELL SEDIMENTATION TEST IN A 
GROUP OF PATIENTS AT THE FORT 
— SANATORIUM, NEW MEX- 


PAST ASSISTANT SURGEON G. H. FAGET, 
Fort Stanton, N, M. 


(Read before the Pecos Valley Medical Associa- 
tion, at Roswell, N. M., in October, 1929.) 


There have been many articles written on 
this subject in European countries, especially 
in France, where the test was originated by 
Vernes. Most of the literature has been favor- 
able, but occasionally conflicting results have 
been reported. The original Vernes test de- 
pends upon the optic density of the patient’s 
serum after it has been treated by a resor- 
cinol solution and the readings are done by 
means of a photometer. Very little work has 
been done in the United States with this test, 
probably owing to the lack of familiarity with 
the necessary apparatus. 


According to Vernes, this test is of diag- 
nostic importance in tuberculosis, but he ad- 
mits that other diseases such as early syphi- 
lis may also give high readings. The read- 
ings are obtained upon the photometer of 
Vernes, Bireq and Ivon according to a scale 
measuring millimeters of flocculation mate- 
rial per cubic centimeters of liquid. Healthy 
individuals should have a reading below 15, 
and a reading between 15 and 30 indicates 
some disease in which a mild or quiescent tu- 
berculosis may be included. A reading above 
30 is taken to indicate active progressive tu- 
berculosis. 


According to the work of Baylis and Baylis 
and MacNeal in this country the test cannot 
be regarded as diagnostically specific of tu- 
berculosis. They find its greatest value lies 
in its reliability as a measure of the activity 
of the disease in a known tuberculous patient. 
Baylis, in 1928, suggested a simplified modi- 
fication of the Vernes test which did away 
with the expensive photometer. 


In this modification the amount of floccu- 
lation material is recorded as minus, one plus, 
2 plus, 3 plus, and 4 plus according to a 
naked eye reading in small tubes. In several 
papers Baylis has been able to show that the 
Vernes test and this modification are in very 
close agreement, both in cases with tubercu- 
losis and in non-tuberculous individuals. She 
concludes that “the methods of Vernes and 
Baylis are in most instances in accord and 
while the simplified test lacks the precision 
and delicacy of interpretation it may be used 
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with satisfactory results when and only when 
the apparatus of Vernes is not available.” 


At the Fort Stanton Sanatorium we have 
had occasion to use only the Baylis modifica- 
tion of Vernes serum flocculation test. When 
it was decided to try this test upon our tu- 
berculous patients, it was thought that its 
value could best be gauged in a comparative 
study with the red blood sedimentation test. 
We had already found the latter of distinct 
value as an aid in the clinical management 
of these patients. 


The test as modified by Baylis is a rela- 
tively simple laboratory procedure. The only 
criticism to be offered against it is that it 
depends upon the degree of precipitation in 
small test tubes as registered by the sense 
of sight. Here the element of personal equa- 
tion might influence the readings. This ob- 
jection, howeve,r applies to other laboratory 
tests of well recognized standard, as, for ex- 
ample, the Kahn precipitation test for syphi- 
lis, etc. If a number of tests are run at the 
same time and the tests are made at frequent 
intervals and always read by the same indi- 
viduals the errors in the readings become so 
small as to be insignificant. 


Thus far we have run 204 tests upon 182 
individuals, the serum of several having been 
tested twice or oftener. These are thought 
to be a sufficient number for a preliminary 
report which would enable the medical staff 
of the Fort Stanton Sanatorium to decide 
whether the test was of sufficient value to 
continue its use or not. 


The tests as run here were set up by one 
person, who numbered each tube, while the 
readings were done by another person, who 
had no knowledge whose serum he was read- 
ing. The results were recorded according to 
the numbers, and the patients’ names were 
afterward attached to the reports. In this 
way the tests were not influenced by any 
knowledge of the patient’s condition and 
were fair in every respect. Particular stress 
was laid on this phase as we wanted to obtain 
the true value of this test. It would have 
been better, of course, for two persons to 
have read the tests, but there were only two 
trained persons in the laboratory during this 
period and I believe the most satisfactory 
plan was adopted under the circumstances. 


Practically all persons who had a Baylis 
test had their b'ood sedimentation time tak- 
en within a short interval. This made it pos- 
sible to compare these two laboratory pro- 
cedures in the same patients during approxi- 
mately the same phases of their tuberculous 
processes. Table I shows how these tests 
compare under these conditions. 
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TABLE I 
Erythocyte Sedimenta- }}/ Vernes-Baylis Floc- 








tion Tests culation Tests 

i ae 

| - plus plus plus plus 

| 42 30 37 42 = 58 
6 hours plus................ 38 [|-24- 6 4 3 1 
i. Le 25f| 8 -11- 2 4 0 
2 to: @ Weum....:......-... 22 }| 5 5 5 4 3 
2 OO) OOe:.......2..2... 36 || 4 5 -14- 8 5 
wm to 2 howr............:... 37 || O 0 5 -20- 12 
0 to % hour.............. 41 |} 1 2 4 3 -31- 
Unclassified _.............. 5 || 0 1 3 0 1 





Notice: As Table I lists all persons tested 
it includes seven non-tuberculous individuals 
who are treated separately in Table II. 

From this table it is apparent that of 42 
negative Baylis tests, 24 or over 57 per cent 
are in group VI, the normal group of the 
blood sedimentation and 8 more were in 
group V where normal and quiescent cases 
also react; making a total of 76 per cent for 
these two groups. This is a point in favor of 
the two tests, as checking each other in a 
group of patients who are quiescent or have 
a arrested tuberculosis (See Table 
III). 

In this negative group there is one patient 
particularly who does not seem to belong 
there. He has a very low sedimentation, in- 
dicating marked pulmonary activity. This 
patient is at present in the ambulatory sec- 
tion. He was classified as a moderately ad- 
vanced case upon admission. While in the 
infirmary his pulse was frequently up to 120 
per minute, indicating much activity. On the 
other hand, since he has been in the ambula- 
tory section, his pulse has been below 90. A 
subsequent blood sedimenttaion test on this 
patient put him into group V. This would 
make it seem that the Baylis test was not so 
far wrong as it appeared at first. 

The other reactions, numbering nine, are 
situated in groups III and IV according to 
the blood sedimentatoin. All of them had 
well marked pulmonary tuberculosis. They 
indicate that the Baylis test is occasionally 
negative in cases of pulmonary tuberculosis. 

On the other hand, if we look into the 
group of 4 plus reactors we find 30 of these 
in group I, or practically 60 per cent, and if 
we add those below the one hour mark, thus 
including group II, which are also considered 
markedly active cases according to the Linze- 
meier technic there is an accord between the 
two tests in 84 per cent. There is one patient 
here who also showed a markedly opposing 
condition according to the two tests; being 
not active according to the sedimentation, 
and markedly active with the Baylis. This 
patient has a chronic fibroid phthisis. Ac- 
cording to the x-ray, he has some cavities; 
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and his sputum is positive. Some time back, 
while in the ambulatory section, he was con- 
sidered clinically fit to be placed on exercise, 
but he did not do well and had to return to 
the infirmary on account of fever and appar- 
ently renewed activity. Another thing which 
complicated the interpretation of the test in 
this case is that he has syphilis. However, 
everything considered, in my opinion, it 
seems that the resorcinol test probably more 
closely depicts his true condition. Again it 
must be said for the sedimentation test that 
the next time it was run it had dropped to 
two hours. It is the cases that do not fit in 
which are the most interesting and this one 
seems to attest the value of the flocculation 
reaction. 

Of course some of the patients in this col- 
umn show more activity by this test than the 
blood sedimentation and the clinical status 
would indicate. We cannot expect to get per- 
fect results by the Baylis test. 

Now a further glance at the table shows 
us that in the other groups the two tests are 
somewhat in accord. Of course there are 
some marked discrepancies but these are in 
the minority. For example in the 1 plus col- 
umn (meaning perhaps little activity), we 
found the majority listed in Linzenmeier 
group V, and the next largest numbers in 
groups VI and IV. But there are two cases 
here also in which both tests are in marked 
conflict. One is a patient who is at present 
in the infirmary with tuberculosis of the hip 
and tuberculosis of the larynx. Here the 
Baylis test, no doubt, is in error. The other 
patient is in the ambulatory section as a 
chronic fibroid case. He has even been on 
exercise for a time without ill effects. In 
this case there is room for questioning the 
reliability of the blood sedimentation test. 
At least a compromise between the two 
might indicate the true state of tuberculous 
activity in this patient. 

The 3 plus group, indicating much activity, 
is seen to compare more or less closely to 
group II, with a relatively sizable number 
also in group III. The 2 plus shows the cases 
pretty well distributed but with mosk of 
them found in group III of the Linzenmeier 
grouping. 

This table therefore gives us some idea of 
this test in determining the activity and pro- 
gressiveness of tuberculosis. This is so if we 
still consider the blood sedimentation test of 
importance in this connection. For myself, 
I am still strongly partial to it. 

Now there were several persons who had 
two or more tests and it might be profitable 
to review the findings in these cases. There 
were 18 persons who had tests run more than 
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once. Of these, eight gave exactly the same 
reading on each occasion. In five of the oth- 
er cases the readings were closely approxi- 
mated, i.e., belonging to adjoining groups. 
This gives 13 cases, or over 70 per cent, in 
which the test remained practically the same. 
On the other hand there were five instances 
in which there was a more or less marked 
difference. The reason for this is not appar- 
ent in one case. This is one of the pneumonia 
patients referred to in Table II. In the four 
other cases there seems to be a definite cause 
each time. One man who gave a 2 plus when 
his blood sedimentation was 114 hours devel- 
oped empyema and rose to 4 plus and the 
sedimentation dropped to 15 minutes. In an- 
other case a 4 plus and a 45 minute blood 
sedimentation was seen following a ruptured 
appendix and general tuberculous peritonitis. 
This patient, following an operation, made a 
good recovery and the Baylis test then was 
read as 1 plus, while his sedimentation time 
registered as 314 hours. He was in the am- 
bulatory section with a negative sputum at 
that time. Another patient had a 2 plus Bay- 
lis and 334, hours sedimentation which with- 
in six months, while he was making remark- 
able progress towards recovery, changed to 
negative and 414 hours respectively. In an- 
other case with pleural effusion a 4 plus was 
revealed which became negative following 
the absorption of the fluid. The blood sedi- 
mentation reaction remained over six hours 
in this patient. 


In reviewing our 204 cases from a clinical 
standpoint, apart from the erythrocyte sta- 
bility test, it was found that a negative Bay- 
lis test was often obtained in arrested and 
apparently arrested and quiescent cases of 
pulmonary tuberculosis. A one plus reaction 
also was sometimes found in these classes of 
patients. Occasionally, however, cases with 
marked activity for some unknown reason 
gave flocculation reactions within these 
groups. On the other hand, for the most part, 
far advanced, markedly active and terminal 
cases gave very high flocculation tests which 
were recorded as 4 plus and 3 plus. Only oc- 
casionally did a patient with apparently qui- 
escent tuberculosis give a marked Baylis re- 
action. Tables III, IV and V show the Baylis 
test of these classes of patients. They show 
plainly that for the most part the test gave 
valuable indication of the degree of activity 
of the tuberculous process as could be judged 
by a careful clinical observation. 


Of the 204 tests, eight were run on non- 
tuberculous individuals. 
results in these: 


Table II shows the 








TABLE II 
Non-tuberculous persons 
Total Cases Neg. 1 plus 2 plus 3 plus 4 plus 
8* 5 2 0 1 0 
*7 individuals. 

Of the five who reacted negatively, four 
were apparently healthy and one had a 
chronic arthritis. The two who gave positive 
results were both cases of lobar pneumonia. 
One of these patients had two tests. The 
first was 3 plus and the other one plus. The 
other patient had a one plus test. This seems 
to speak for the apparent specificity of the 
test and bears out the point of Baylis that 
false reactions occur especially in inflamma- 
tory diseases of the chest. 

The test was tried on a group of ambula- 
tory patients who were on exercise treatment 
to determine their status for discharge as ar- 
rested or apparently arrested cases. Table 
III gives the results in this class of patients. 


TABLE III 
Patients on exercise 
Total Cases Negative 1 plus 2 plus 3 plus 4 plus 
38 24 8 4 2 0 

Here we see that there are only a few cas- 
es who show activity according to this test. 
Every one of these patients had a consistent- 
ly negative sputum. 

In this connection it is interesting to note 
that nine of these patients were subsequent- 
ly discharged from the hospital as arrested, 
or apparently arrested cases. Most of them 
had been tested by exercise or work for a 
much longer period than required under the 
National Tuberculosis Classification. Of 
these, seven were negative and the other two 
gave one plus and two plus flocculations re- 
spectively. The one with a two plus reaction 
was discharged several months after the test 
had been run and had made marked progress 
in the meantime. 

On the other hand, far advanced and ter- 
minal cases of pulmonary tuberculosis give 
quite different results with this test as can 
be seen by Tables IV and V. 

TABLE IV 

Far advanced cases of pulmonary tuberculosis 
Total Cases Neg. 1 plus 2 plus 3 plus 4 plus 

— Se ee ee ae 

Those who subsequently died among this 
group showed Baylis flocculation tests ac- 
cording to the following table: 

TABLE V 
Deaths from pulmonary tuberculosis 
Total Cases Neg. 1 plus 2 plus 3 plus 4 plus 
9 0 0 0 2 7 

These tables speak eloquently for them- 
selves and for the value of this test as a 
measure of tuberculosis activity. 

From this preliminary study with the Bay- 
lis test at the Fort Stanton Sanatorium, the 
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medical staff thought the following conclu- 

sions were justifiable: 

(1) That while the resorcinol flocculation 
test does not seem to be diagnostically spe- 
cific of pulmonary tuberculosis it is a valu- 
able laboratory procedure by which to grade 
the pulmonary activity of our tuberculous 
patients. 

(2) That in this connection it corroborates 
the results of the red blood sedimentation 
test in the majority of cases. 

(3) That when the two tests differ, al- 
though we consider the red blood sedimenta- 
tion the more reliable, the patient should be 
considered as still in a doubtful class as to 
his tuberculous activity until further data 
show more definitely where he belongs. 

(4) That patients in whom the Baylis test 
is negative and the blood sedimentation with- 
in normal limits (if they are free of consti- 
tutional symptoms and their sputum is con- 
sistently negative) should be put under ob- 
servation and tested out for the arrestment 
of their tuberculosis. 

(5) That further work with this test seems 
feasible and that the above conclusions are 
tentative and subject to changes as the num- 
ber of tests made so far is too small for any 
permanent deductions to be drawn. 
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WHO SHOULD BE CALLED A 
PATHOLOGIST? 
WILLIS W. WAITE, M.D. 
El Paso, Texas, 

(Read by title before the meeting of the Medical 
and Surgical Association of the Southwest, at Phoe- 
nix, Ariz., Nov. 1 to 9, 1929.) 

The object of this paper is not to present 
something new in the way of investigation 
but rather to call attention to some of the 
errors creeping into the _ profession from 
over specialization. 

The general impression of a pathologist is 
one who is_ skilled, or claims to be, in the 
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study of diseased tissue with the microscope, 
and is unfitted to do any work of a clinical 
nature. 

The word “pathology” comes from the 
word “pathos,” meaning to suffer and liter- 
ally, would cover all conditions producing 
suffering. It has been classed, by good au- 
thors, as the “science of disease.” This def- 
inition would include much more than we 
usually include in the meaning of the word. 
It must be quite apparent, on due considera- 
tion, that no one mind could comprehend it 
all and only a genius could assimilate a fair 
amount of the vast amount of knowledge 
accumulated under this subject. 


It may be proper to class one who is es- 
pecially interested in microscopical and 
chemical diagnosis as a pathologist, but un- 
less he is doing research along these lines, 
he is no more entitled to this classification 
than any other person making diagnoses. 
Anyone interested in or making diagnoses is 
continually hunting out or running down al! 
changes of any sort that have taken place in 
the body. Yet, such a person is not looked 
upon as a pathologist. 

The therapist should understand much 
about the changes that have occurred in or- 
der to care for a patient intelligently and 
how is he to get this knowledge? Does any- 
one think of the therapist as one studying or 
knowing pathology ? 

Et’ology, pathology, prognosis, diagnosis 
and treatment are about all there is to med- 
icine. Diagnosis commands the important 
place and many and elaborate methods have 
been developed to make it accurate, effective 
and efficient. Yet, diagnosis is only finding 
out the changes that have taken place and 
hence, rests on pathology as its chief foun- 
dation stone. In like manner, all the rest of 
the branches rest on the same support. So 
it would seem that all of us are more or less 
pathologists, for the foundation of all our 
knowledge rests upon pathology. In other 
words, we might be called applied patholo- 
gists. However, our chief aim is not to be 
pathologists but diagnosticians and therap- 
ists, or, in other words, find out the cause 
and remedy for human suffering. 

The first idea conferred to many by the 
word “pathology” is that part of the subject 
called “morbid anatomy” and next the stud) 
of specimens from the operating room, but 
the subject is much larger than these fields 
and the accumulated knowledge we have of 
it has come from many fields.’ Laennec did 
work in both the postmortem room and the 
clinic and gained much knowledge for path- 
ology but he is not classed as a pathologist. 
Likewise, the late Dr. Osler not only worked 
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in like manner but also did a goodly amount 
of work with the microscope, yet he was 
classed as a clinician. Dr. Edward Hallowell 
a hundred years ago, 1835, collected thirty- 
four cases of ruptured heart and added one 
of his own. The descriptions of the postmor- 
tems were exce!lent yet they were not made 
by a pathologist. Dr. Holmes, in his book 
“Elsie Venner,” had the old family physician 
who was little learned in books, have his 
museum of specimens he had saved from 
postmortems and from which he gained 
much knowledge. Dr. Ho'mes also remarked 
that the preserving of anatomical specimens 
thus was the most fitting monument to the 
departed. Our own dear comrade, Dr. Wer- 
ley, has spent lots of time on postmortem 
material as he has tried to add new light on 
some of the complicated problems connected 
with heart disease. Yet, none of us think of 
him as a pathologist. So it seems, from past 
and present views, one can have a good first 
hand know!edge of morbid anatomy, gained 
through the personal sense of touch, smell 
and vision, without being a pathologist. Ev- 
ery physician ought to know how to do a 
good postmortem, recognize all of the organs 
of the body and the common gross changes. 
The men in the clinical laboratories hardly 
are doing work that entitles them to be 
classed as pathologists for they are but aid- 
ing the clinicians in diagnosis. The roentgen- 
ologist is revealing as much pathology as any 
other branch of medicine and some that is 
revealed in no other way, still we do not 
think of him as a pathologist. 


It is quite apparent that most of the work 
carried on in our clinical and x-ray labora- 
tcries, while it may reveal a lot of pathology, 
is for the purpose of aiding diagnosis. We 
are multiplying the power of the clinician’s 
eyes so he can see more minutely, acutely 
and accurately and his fingers to feel more 
keenly and also to a better understanding 
of chemical changes going on. I think the 
term “laboratory diagnosis” would better 
cover the work the laboratories are doing, 
or, if one wishes, they can call it “laboratory 
medic'‘ne.” The name “laboratory diagno- 
sis,” I think, would convey a better meaning 
to the public so they could understand better 
what we are trying to do. It would also 
bring us nearer the clinician, for we should 
be as much clinicians as anyone and perhaps 
if he should ca!l one of us in consultation to 
see a patient with him, he would be calling 
someone as much interested as he and one 
who could probably give him some useful 
help. 

But who is the pathologist or who shuold 
be ealled one? From the above remarks, he 
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is apparently not one of us. I would like to 
see this term reserved for one who is de- 
voting is life to finding out new knowledge 
whether by pure research in the laboratory, 
or in the wards, and teaching this science to 
others. 





RECENT ADVANCES IN INTERPRETA- 
TION OF PHYSICAL SIGNS IN PUL- 
MONARY TUBERCULOSIS. 

LOUIS H. FALES, M. D. 

Livermore, California. 

(Published with the permission of the Medical 
Director of the U. S. Veterans’ Bureau who as- 
sumes no responsibility for the opinions expressed 

or the conclusions drawn by the writer.) 

The physical examination of the chest as 
we know it today had its beginning during 
the end of the eighteenth and the beginning 
of the nineteenth centuries. Auenbrugger’s 
discovery of percussion was a most impor- 
tant milestone on the road to progress. His 
book on percussion was published in 1761, 
but the method of diagnosis described was 
little used until Corvisart translated Auen- 
brugger’s work into French in 1808. 


Laennec early recognized the value of per- 
cussion and used it extensively, checking up 
on his findings with the exact condition 
which the autopsy revealed. He stated that 
he was confident that physicians who had 
not used Auenbrugger’s discovery had over- 
looked at least one-half of the pneumonias 
and almost all the chronic pleurisies.’ 

In 1819, Laennec published his treatise on 
mediate auscultation. Laennec not only dis- 
covered auscultation but developed it to such 
an extent that its theory has but little chang- 
ed up to the present time. For instance, if 
we compare Laennec’s classification of rales 
with that in the most recent publication of 
Norris and Landis, we are surprised at the 
similarity. Laennec, however, does not claim 
priority in diagnosing disease by, as he ex- 
presses it, looking beyond subjective symp- 
toms. He states that the ancient physicians 
made use of touch, inspection, measurements, 
succussion and also immediate auscultation. 
Laennec’, himself, states “that it is very sin- 
gular that the passage in Hippocrates’ 
Works, in which the latter states, ‘that by 
applying his ear to the chest he could tell 
whether, if it contained fluid, this was pus 
or water’, seems never to have engaged the 
attetntion of physicians. and there is no evi- 
dence that this experiment has been re- 
peated up to the present (Laennec’s) time.” 

Sophus Bang’, in his historical sketch on 
percussion, states that although percussion 
of the abdomen was used in the time of Hip- 
pocrates, the idea of transferring this meth- 
od to the chest evidently never occurred to 
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anyone until Auenbrugger conceived the 
idea. It is interesting to note that, in spite 
of Auenbrugger’s discovery, which we now 
see was most brilliant, he was made the vic- 
tim of much criticism and ridicule on account 
of his teachings. 


In the introduction of his book, Laennec‘ 
states that Bayle was the first person in his 
knowledge who applied the ear directly to 
the chest at the time when they were attend- 
ing the lectures of Corvisart. However, 
neither Bayle nor anv of the other students 
employed this method in any other way than 
that of perceiving more distinctly the action 
of the heart in the cases where this was not 
very perceptible to the touch. 


When we consider that Laennec not onlv 
introduced the stethoscone, but in his book 
described the signs of tuberculosis much the 
same as may be found in our modern text- 
books on physical diagnosis. only then can 
we realize the astonishing work he accom- 
plished. His conclusions on auscultation were 
based on long studv on the cadaver. When- 
ever possible. the correctness of his clinical 
findings were checked un with the actual 
findings found at autonsv. He classified rales 
as 


(1) moist rales or erepitations: 

(2) yeucons rales or gureling; 

(3) dry sonorous rales or snoring; 

(4) dry sibilant rales or whistling. 

The mechanism of the nroduction of these 
different varieties of rales is also deseribed 
and is practically the same explanation as 
given in Norris and Landis. He not only in- 
vented the terms but also described the 
mechanism of bronchial. cavernous and arn- 
phoric breathine. bronchonhony. whispering 
pectoriloquy and metallic tinkle. It is inter- 
esting to note that Taennec considered rales 
of less imvortance than resviratorv sounds 
and voice in supplying data for diagnosis. He 
also emphasized the importance of cough in 
the production of rales. 

A survey of the literature since the time 
of Laennec shows that much investigation 
has been carried out, some on the cadaver, 
in an attempt to determine the significance 
of physical signs. In 1835. Magendie’ and, in 
1838, Bigelow made experiments on the cad- 
aver to determine the cause of metallic tin- 
kle. Skoda’s’ experiments in 1854 produced 
some results, and Skoda’s resonance is well 
known to us all. 


Barth and Rogers’ in 1842, Piorry* in 1866, 
and Petrequin’ in 1835 did some work on the 
cadaver experimenting on the mechanism of 
rales. However, but little was accomplished 
to add to our knowledge of physical diagno- 
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sis as presented by Laennec until quite re- 
cently. 


During the World War, Bushnell made 
many contributions to various phase of tu- 
berculosis.. In circular No. 20, issued by the 
War Department”, he standardized the es- 
sentials in diagnosis and taught how to in- 
terpret them. The non-essentials and those 
methods which had led to many serious 
errors he discarded and to'd us how t» 
avoid. He established the physical diagno- 
sis of pulmonary tuberculosis by the proper 
interpretation of physical signs on a much 
higher plane than it had ever been before 
His book, “Physical Diagnosis of Diseases of 
the Chest,” published in 1925, is still the 
most up-to-date text-book on that subject. 


The introducticn of the roentgen ray in 
the diagnosis of pulmonary tuberculosis dur 
ing the last twentv vears has, to a certain 
extent, revolutionized our interpretation of 
physical signs. More has been accomplished 
in the rrorer interpretation of physical signs 
since tre introduction of the roentgen ray 
than has been accomplished previously in a 
century of experimentation. We have not 
only learned the limitations of physical signs, 
but we have enhanced their value by learn- 
ing better how to interpret them. 


Some clinicians of the old school are still 
reluctant to ecknowledge the value of the 
roentgen rav and to admit the uncertainty 
and limitat*ors of physical signs. The wav 
they still persist in the omnivotence of physi- 
cal findings and discredit the roentgen ray 
is must survrising. An article bas recentlv 
been published bv an Eastern specialist” in 
which he claims to be able to determine the 
progress of his cases bv what he calls “ear 
mental pictures.” The “ear mental picture” 
recorded on the mind bv an examination is 
compared with the “ear mental picture” of a 
previous examination, and, by the minute 
changes which this author claims to be able 
to detect, he determines the progress of his 
cases. He does not tell us the secret of just 
what the changes are, whether in rales or 
breath sounds, but it appears to be something 
indefinable, which cannot be recorded. Such 
views, of course. are extreme and would be 
ludicrous except for the fact that they are 
believed by many who have little or no 
knowledge of physical diagnosis. 

The roentgen ray has aided us in various 
rroblems. Not many years ago a school of 
internists arose who claimed to be able t 
diagnose pulmonary tuberculosis by a few 
changes in the breath sounds, malaise and a 
few gastrointestinal symptoms. Our sana 
toriums were soon full of such cases. The 
roentgen ray showed that many of thes: 











eKeactoaonro r?nz|eaenec 


ame CA 








re- 


de 
u- 
ne 
Ss. 


al 








MAY, 1930 


were not incipient pulmonary tuberculosis 
and that the changes noted usually meant a 
healed lesion or an entirely different disease 
entity. 


The roentgen ray has changed our ideas to 
a certain extent in regard to percussion. Im- 
paired resonance found over the upper part 
of the chest has often been considered path- 
ological and an indication of tuberculous in- 
filtration. The roentgen ray revealed that 
many of these cases showed no infiltration, 
the lungs being perfectly clear. The conclu- 
sion, therefore, is that in most normal chests 
there are variations in the percussion note 
from hase to apex, and the normal variation 
has often been considered pathological. 


The roentgen ray has a'so brought to our 
attention the fact that physical findings can 
not be relied on in detecting cavitation. In 
fact, since the introduction of the roentgen 
ray, our entire viewpoint in regard to cav- 
ities has chanved. It was formerly taught, 
and in fact we see such teaching in recent 
text-books, that large cavities do not heal. 
Our roentgen rav studies have shown us that 
large cavities, often two or three inches or 
more in diameter, heal and often very rapid- 
ly. The roentgen ray has further shown us 
that cavities frequently occur, all physical 
signs being absert. Barnard and Garrard” 
found that about 55 per cent of cavities were 
silent. In reporting on 145 cases of definite 
pulmonary cavitation determined by the 
roentgen rav, Rendove” found that 66, or 45 
per cent lacked the classic physical signs of 
cavitation. The writer”. in a series of 245 
tuberculous cases, found cavitation as dem- 
onstrated by the x-rav in 90 or 36 per cent. 
Of these 90 cases, only 20 per cent showed 
two each of the five diagnostic signs of cavi- 
tation: whispering pectoriloquy, cavernous 
breathing, crackel pot resonance, post-tus- 
sive suction and consonating rales. 


The reason that physical signs of cavita- 
tion are found absent does not seem to de- 
pend so much upon the size of the cavity as 
its location. As stated by Bruns and Barn- 
well", cavities situated in the mid-lung and 
surrounded by fairly normal pulmonary par- 
enchvma are not easily demonstrated by 
physical findings but are readily shown by 
the roentgen ray. Bendove” believes that a 
plugged or fibrosed op2ning into a bronchus 
accounts for many of our silent cavities, also 
that many of the relatively mute cavities oc- 
cur when the walls of the cavity are soft and 
ragged and are not vibratile. 

The roentgen ray is therefore absolutely 
essential if we expect to diangose cavitation 
in pulmonary tuberculosis. Some will say, 
however, that all annular shadows do not 
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mean cavitation, some signify pleural rings, 
@dthers localized pneumothoraces. The hy- 
pothesis advanced in 1919 by Sampson, Heise 


and Firown”, that many annular shadows 
were localized pneumothoraces, is entirely 
discredited, at this time, and Amberson’s” 
theory, promulgated in 1921, that many an- 
nular shadows were caused by localized pleu- 
risies, has but few advocates. In the same 
article in which Amberson promulgated his 
theory, he thoroughly disproved that annu- 
lar shadows of a certain type were localized 
pneumothoraces. Later, Burnham and Philip 
King Brown” discredited Amberson’s theory 
of pleural rings as well as the theory of the 
Saranac group and pointed out conclusive 
methods by means of the x-ray of disproving 
their views and of proving the cavity inter- 
pretation. Bruns and Barnwell” state that, 
at Fitzsimons Hospital, during eight years 
when one of the writers witnessed eighty to 
one hundred necropsies each year, he does 
not remember seeing a definite roentgen ray 
annular shadow which could not be account- 
ed for at the necropsy by the presence of a 
cavity. These authors state further, how- 
ever. that the reports of those showing rings 
coming to autopsy in which no cavities were 
found must be credited as authentic but that 
such cases are most exceptional. Bruns and 
Barnwell close their discussion by stating 
that, if an annular shadow is present in the 
roentgenogram of a tuberculous lung, it 
should be considered as being due to a cavitv 
unless proved otherwise. The fact that 
physical signs are wanting, should not alter 
this conclusion. 


The roentgen rav has aided us in the in- 
tervretation of rales. The study of many 
pulmonary stereoroentgenograms showed us 
that rales were often extensively present 
when there was no pulmonarv infiltration. 
It was also noted in studving pulmonary le- 
sions bv serial roentvenograms that. al- 
though. in many cases, there was rapid clear- 
ing of the narenchvmal infiltration, the rales 
remained practically the same. 


Further study of tuberculous lung path- 
ology by roentgenoscopy demonstrated that, 
whether a lesion be pneumonic, caseous, fi- 
brotic or healed, the same type of rales was 
often present. The logical conclusion was 
evident. Rales in pulmonary tuberculosis did 
not indicate activity, in fact they did not 
mean that manifest pulmonary tuberculosis 
even existed unless corroborated by other 
findings. Furthermore, it seemed doubtful if 
a certain type of rale usually considered typi- 
cal of pulmonary tuberculosis was due to 
moisture as usually supposed. Such opinions 
were expressed by Bruns” at Fitzsimons, as 
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early as 1923. His paper” on parenchymal 
rales in pulmonary tuberculosis, published in 
The Journal of the American Medical Asso- 
ciation in 1925, was most opportune, for it 
presented a very plausible explanation of an 
extremely perplexing problem. On studying 
the literature and noting the various contri- 
butions to physical diagnosis in pulmonary 
tuberculosis from the time Laennec publish- 
ed his great work, Bruns’ contribution stands 
out as a most important step in advance. His 
experimental work on the cadaver, which 
was the basis of his article, extended over 
two years. His methods were as follows: An 
incision was made over the larynx of the cad- 
aver and the larynx and upper part of the 
trachea were dissected free and brought 
through the incision. A bellows was then in- 
serted into the larynx and the lungs made to 
expand and collapse. During this artificial 
respiration, the chest was auscultated and 
rales recorded. The larynx, trachea and 
lungs were then removed from the cadaver 
and again made to expand and collapse by 
means of the bellows. Again, the lungs were 
examined for rales and carefully recorded 
lobe by lobe. Then, in order to determine the 
origin of the rales, incisions were made to de- 
termine the exact origin of the rales and the 
condition of the lung present, as to moisture, 
pneumonia, congestion, fibrosis, tubercle, et 
cetera, and the cut surface observed to see 
whether fluid bubbled from the cut ends of 
the bronchioles during artificial respiration. 
The bronchi and their branches were then 
opened and the lumen of the bronchial tubes 
examined for secretion, inflammattion and 
ulceration. 


So far, Bruns has elicited and studied six 
types of rales appearing in pulmonary tuber- 
culosis: 


(1) A coarse, gurgling rale heard over cav- 
ities. This rale is heard on expiration as well 
as inspiration and is manifestly due to mois- 
ture. 

(2) A coarse, bubbling rale heard over the 
trachea and large bronchi which is also heard 
during inspiration and expiration and is also 
due to moisture. 

(3) A medium sized rale heard throughout 
inspiration and also during expiration. This 
type of rale is very changeable, does not re- 
quire an expiratory cough to elicit it and is, 
no doubt, due to moisture in the smaller bron- 
chi. An incision over the area in which rales 
were heard always elicited bubbles of fluid 
from the cut ends of the bronchi. Such rales 
may be designated bronchial rales. 

(4) Sonorous and sibilant rales, found to 
be caused by tenacious moisture in the larg- 
er bronchi. 
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(5) Fine crackling and crepitant rales 
heard synchronously with the inflation of 
the subpleural lobules. 


(6) Lastly, a medium or sometimes rather 
fine rale often heard over normal areas of 
the lung and elicited when the lungs are in 
a condition of collapse and then made to ex- 
pand. These occur in showers during inspira- 
tion and are not heard during expiration. 
They are not due to secretions in the bronchi 
or bronchioles, as the cut surface of the lung 
over which these were produced was dry 
and did not show any serum during inflation. 


It is this last type of rale which has been 
variously interpreted, the usual interpreta- 
tion being that it was due to secretions or 
moisture in the smaller bronchioles. 


It is interesting to note that this type of 
rale comvrises more than 90 per cent of the 
rales heard in pulmonary tuberculosis and is 
considered the rale most diagnostic of that 
disease. 

Bruns’ conclusions from his investigations 
are that these rales, called by him parenchy- 
mal rales, by Bushnell” typical indetermin- 
ate rales, by some medium rales and by oth- 
ers wrongly, crepitant or subcrepitant rales, 
are not due to abnormal secretions in the 
bronchi but are due to the expansion of par- 
tially collapsed alveoli or lobules, the collapse 
being caused by infiltrating tubercles in a 
neighboring lobule, by contraction of fibrous 
bands, by pleural adhesions, and so forth. 

These conclusions are not only supported 
by painstaking investigations but are most 
logical when we consider that the rales in 
question may be present whether the lesion 
be acute or arrested, whether the patient has 
fever or no fever, whether he has cough and 
expectoration or no cough and no expectora- 
tion or whether the roentgen ray shows def- 
inite infiltration or no infiltration. 

Again, these rales differ from the rales we 
know are due to moisture in several very im- 
portant points: 

(1) They usually require an expiratory 
cough to elicit them. 

(2) They occur only on inspiration and the 
same phase of inspiration. 

(3) They are of the same size. 

(4) They are not changeable as to charac- 
ter and location. 

(5) Their character is crackling. 

‘(6) They may persist over the same areas 
indefinitely. 

On the other hand, 

(1) Moist rales do not require ‘an expira- 
tory cough to elicit them. 

(2) They may occur on expiration as well 
as inspiration. 

(3) They vary in size. 
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(4) They are very changeable, especially 
as to location. 

(5) Their character is moist. 

o They often and usually do clear up rap- 
idly. 

The weight of evidence, therefore, seems 
to nullify the old opinion that the rales in 
question are due to excessive moisture, but 
are more of the nature of atelectatic rales. 
Although these rales can no longer be con- 
sidered a sign of activity or even of pulmo- 
nary tuberculosis, they are always suggestive 
of pulmonary tuberculosis and should still be 
considered our most important sign of that 
disease, their real value depending on their 
interpretation, which is dependent upon oth- 
er physical signs, the constitutional symp- 
toms and, above all, the roentgen ray. 

CONCLUSIONS 

1. From the time of Laennec, there has 
been but little advance in the interpretation 
of physical signs until quite recently, and 
roentgen ray studies have been greatly re- 
sponsible for the advancement made. 

2. Moderate apical dullness and moderate 
changes in breath sounds are no longer con- 
sidered signs of beginning pulmonary tuber- 
culoiss and should usually be ignored. 

3. Too many refinements in percussion and 
auscultation often lead to errors. The claims 
made by some diagnosticians of special abil- 
ity and dexterity in physical diagnosis should 
be frowned upon. 

4. Physical signs are no longer considered 
adequate in diagnosing cavitation. More than 
50 per cent of cavities are of the silent vari- 
ety and require the roentgen ray to make a 
definite diagnosis. 

5. In diagnosing chest conditions, it is very 
important to distinguish between parenchy- 
mal and other types of rales. Parenchymal 
rales are found in approximately 90 per cent 
of all tuberculous cases. Other rales found 
in pulmonary tuberculosis usually indicate 
complications, as bronchitis, bronchiectasis, 
pulmonary edema, et cetera. 

6. Parenchymal rales should never be con- 
sidered a sign of activity or even of manifest 
pulmonary tuberculosis unless corroborated 
by other findings. 

7. Increase of these rales over certain 
areas does not mean an extension of the le- 
sion unless corroborated by constitutional 
symptoms or roentgenography. Fibrosis or 
healing has the same mechanism in the pro- 
duction of these rales as increased infiltra- 
tion. 

8. These rales, however, should still be 
considered the most important sign of pul- 
monary tuberculosis, their value depending 
on their proper interpretation, which requires 
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a careful study of the accompanying physi- 
cal signs, constitutional symptoms and care- 
fully prepared roentgenograms. 


REFERENCES 

1. Flick, Lawrence F., Development of 
Knowledge of Tuberculosis, p. 359. 

2. Laennec, De L’Aluscultation Mediate. 

3. Bang, Sophus, Nyt og Gammelt om Perkus- 
sion, Ugeskr for Lager 86:740, 1924. 
4. Laennec, De L’Auscultation Mediate. 
5. Magendie, Quoted by Bigelow, Lancet, 1835. 
6. Skoda, Joseph, Auscultation and Percussion, 
Ik 
‘ 


our 


*, by W. O. Merkham, Phila., Lindsay, 1854. 

Barth, M. and Roger H., A Practical Treat- 

Auscultation, Edinburgh, 1842. 

Piorry, Traite de Diagnostic T. I., p. 466. 
9. Petrequin, Auscultation Artificielles, Rev. 

Med., March, 1938, 69:337. 

10. Dunn, William Le Roy, The Care of the Tu- 
berculous Patient after the Rest Period, Tubercle, 
Vol. VIII, No. 5, p. 228. 

11. Barnard, R., and Garrard, R., La Maitie’ 
des Caverness Tuberculeuses die Poumon Sont. Muet- 
tes a’ l’Auscultation, Presse Med. 30:467 (May 31) 
1922. 

12. Bendove, Raphael A., Silent Pulmonary Cavi- 
ties, Journal Am. Med. Assn., Nov. 20, 1926, Vol. 
87, pp. 1739-1742. 

13. Fales, Louis H., The Relative Value of the 
Roentgen Ray and Physical Signs in the Diagnosis 
and Treatment of Pulmonary Tuberculosis, Am. 
Journal of Med. Sciences, Sept., 1926, No. 3, Vol. 
CLXXII p. 382. 

14. Bruns, E. H., and Barnwell, J. Du B., The 
Interpretation of Annular Shadows Appearing in 
Radiograms of the Lungs, Am. Review of Tuberc., 
1926, XIV, 68. 

15. Bendove, Raphael A., Silent Pulmonary 
Cavities, Jour. Am. Med. Assn., Vol. 87, p. 1739- 
1742. 

16. Sampson Heise and Brown, Pulmonary and 
Pleural Annular Radiographic Shadows, Am. Rev. 
Tuberce., 1919, II, 664. 

17. Amberson, Roentgenographic Pleural An- 
nular Shadows in Pulmonary Tuberculosis, Am. 
Rev. Tuberc., 1921, V, 723. 

18. Burnham and Brown, Criticism of Recent 
Interpretation of Annular Shadows in Lung Roent- 
genograms; Am. Rev. Tuberce., 1922, VI, 469. 

19. Bruns, E. H., Parenchymal Rales in Pul- 
monery Tuberculosis: Their Clinical Significance, 
Journal Am. Med. Assn., 1925, 85, 739. 

20. Bushnell, G. E., Manifest Pulmonary Tu- 
berculosis, Mil. Surgeon, 42, 383 (April) 1918. 

21. Bruns, E. H., Lectures in Post Graduate 
School, Fitzsimons Hospital, 1923. 

22. Circular No. 20, War Department. 





CASE REPORT OF SCARLET FEVER. 
F. O. BARRETT, M.D. and A. P. BLACK, M. D. 
El Paso, Texas 

(Presented at the Staff Meeting of the City- 
County Hospital, El Paso, in March, 1930). 

CASE REPORT 
(Dr. Barrett) 

EL. McE., age 4, American, male. Became ill 
four days ago, (Feb. 9, 1930), with sore throat, 
and three days ago rash appeared over body. When 
I saw him the first time, he had a rash which was 
beginning to fade. His throat was red and sore, 
but it looked like it was clearing; temperature in 
the neighborhood of 102-103. He ran along practic- 
ally ten days, apparently improving, when his throat 
became sore again, much more sore, in fact, 
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and examination showed it to be gangrenous. 
At the same time his ears began to drain. 
There had been ne previous evidence of otitis 
media, the ears having been checked every 
few days, but now they began to drain very pro- 
fusely, temperature running between 103-104. On 
Saturday I saw him in the afternoon and he was 
apparently in reasonably good condition. On Sunday 
morning, Dr. Blanchard, who was on my service at 
the time, noticed he was becoming quite anemic and 
called me in the afternoon stating the child was 
extremely anemic. Dr. Black went with me then 
and we gave him a transfusion; the next day he 
hed a second transfusion. He reacted readily to 
each and his condition seemed to be improving; in 
fact after the first one, it seemed to me that he 
had been turned away from the grave. Then, about 
ten days after the beginning of the otitis media and 
his gangrenous sore throat, (Dr. Britton having 
been asked to give attention to his ears during that 
time), after a consultation between Drs. Black, 
Britton and myself, we decided to operate, since 
no other cause for the temperature range could be 
found, and as this was now ranging in the neigh- 
borhood of 104-105, Dr. Britton did a double mastoid 
operation on Friday, about which he will tell you. 
The patient seemed to improve for a day or two 
following the operation, until he again became quite 
anemic and was again transfused. Each time he 
received about 300 to 350 cc. of citrated blood, 
first from his father, then from his mother, and in 
all he has hed five transfusions of this amount. 
His condition now is really quite serious, I think, 
though he seems to show some degree of improve- 
ment. The red blood cells run above 3,300,000; his 
white count has come down from a very high point 
to 11,000 and a predominance of lymphocytes (44 
per cent) and about as many polymorphonuclears. 
Examination of his chest and general examination 
this morning showed nothing in particular, and ap- 
pavently there is nothing but his ear condition and 
his anemia and toxemia. He developed about the 
15th of this month, a suppurated gland on the right 
side of his neck, which was opened and drained. It 
had been coming on for about a week and had been 
aspirated on several occasions. On the 15th, it was 
decided to drain it. 


I should like to have Dr. Black discuss the case, 
and also Dr. Britton, who has been following the 
mastoid conditions daily. 


DISCUSSION BY DR. BLACK 


I do not have much to say about this child. He 
has had an extremely interesting course for a case 
of scarlet fever, and I think perhaps one of the 
most interesting features was the development of 
a purpura, which was really the occasion for the 
first transfusion. Within a period of twelve hours, 
he became profoundly anemic. It was too rapid to 
come from any cause except hemorrhage. He passed 
great clots of blood from the bowel, also bled rather 
freely from the throat and also from the lips, which 
were cracked. He had true purpura, I think, for 
he had purpuric spots over his skin; for instance 
just at the base of his nose there was a line of pur- 
puric spots. His mother noticed each time she put 
a glass of water to his mouth that the upper lip 
of the glass struck him on the forehead and there 
followed a small subcutaneous extravasation of 
blood. A direct transfusion in such a case would 
be desirable perhaps, though practically the indirect 
method, with sodium citrate, would seem to be quite 
as effective. From the time the first transfusion 
was given, he had no more purpuric manifestations, 
but did pass a few clots from the bowel. These were 
passed within eight or ten hours; but at no time 
since has he developed any signs of purpura. 


SOUTHWESTERN MEDICINE 


Such a complication, I think, must be extremely 
rare. I looked it up as best I could. Kerr, in his ex- 
perience in ten or twelve thousand cases in England, 
makes the remark that hemorrhagic purpuric com- 
plications have been described, but he personally had 
never observed one, so it must be a rare condition. 

The bouts of anemia he has had since then have 
not been so rapid, but have been marked. Just what 
the explanation is I do not know, unless one explains 
it on the basis of toxemia, which is not a very satis- 
factory explanation; but clinical observation and 
blood examination shows he has had remissions and 
then progressive anemia again. 

Another feature of interest is the fact that this 
child had no evidence of acute mastoiditis. If one 
had relied on the ordinary symptoms of mastoiditis, 
probably the mastoids would never have been open- 
ed. They were opened more or less on a hunch, or 
intuition. We knew he had a severe, overwhelm- 
ing infection, that he had little resistance, and we 
knew from. experience that of all infections of the 
middle ear, the streptococcic infection is the most 
dangerous and the most insidious. There can be a 
great deal of necrosis and damage done long before 
there are any outward manifestations. 

The next problem is whether he should be trans- 
fused again and whether repeated transfusions, re- 
gardless of his general condition would boost him 
enough to prevent a recurrence of anemia and per- 
haps help him to overcome the infection which is 
still present. 

DISCUSSION BY DR. B. H. BRITTON 

I was called in to see this case by Dr. Barrett. At 
the time I saw him, the external auditory canals 
were necrotic and bulging. This was the most ful- 
minating inflammation, I believe, I have ever seen 
in my experience. The cutaneous tissue of the exter- 
nal canal was completely detached and you could 
not get a look at the drum membrane or middle ear. 
The discharge was similar to one per cent mercuro- 
chrome or a bloody fluid with a very offensive 
odor. We made a slide which showed short chain 
streptococci. There was only slight tenderness over 
the mastoid areas. I rather hesitated to operate on 
account of his high temperature and poor condition, 
and it was only with reluctance that we proceeded 
and did a rapid operation, the only purpose of which 
was to establish drainage between the antra and 
outside. On the left side we found the antrum was 
filled with a mass of cell debris and necrotic bone. 
I did not try to remove any other cells and left the 
wound wide open. On the right side, as soon as we 
reached the antrum, we noticed a big abscess cavity. 
The odor was very offensive on both sides denoting 
bone destruction. It did not take us long to do the 
operation. 

The next day he appeared much better and 
brighter, with a temperature of 104, pulse 130 and 
the following day also, but on the fourth day he 
became very stupid, which I thought a bad sign at 
that time. I feared perhaps he was getting an ab- 
scess, thrombosis, or some other complication, since 
while it was rather early for one to develop, this 
stupor was a new symptom. However, the following 
day he was again alert. His ears as well as the 
postauricular opening have continued to drain, not 
profusely, but scantily, the discharge having a very 
offensive odor. The cells below the antrum have 
obliterated themselves of their own necrosis. It is 
evident he had a terrific infection of the mastoid. 
The skin was edematous and red about the mastoid 
incision following operation and approximately one- 
fourth to one-half inch thick. Before the operation 
his temperature was between 104 and 105, pretty 
constantly, while at the present time, it is running 
between 97 and 106. You can see it is a true sep- 
tic pyemic type of temperature. I have irrigated his 
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ears with Dakin’s solution; keeping the connection 
between the middle ear and antrum open. There is 
no question about drainage; the wound is wide open 
and draining freely. In spite of this free drainage, 
he runs this high temperature. 

Due to the absence of other physical finding and 
due to the absence of any signs of a sinus throm- 
bosis, cerebral abscess or phlebitis, it is my opinion 
that this child must have a blood-stream infection. 
However, there may be some mastoid complication, 
the symptoms of which are not pronounced enough 
for diagnosis at this time. 


The fact that he has developed deep abscesses in 
the neck, lumbar muscles and also in the thigh, 
which I believe to be metzstatic abscesses, leads me 
to the opinion that the child has a pyemia. Whether 
this was due to the mastoid infection or whether 
the mastoid was due to hematogenous infection, from 
his searlatina is a matter of conjecture. However, as 
he was running this high septic type of temperature, 
was running this high septic type of temperature, 
with a pronounced anemia before the operation and 
which has persisted following the operation, I be- 
lieve the mastoiditis to be of hematogenous origin. 





LIGNEOUS PHLEGMON OF RECLUS 
REPORT OF A CASE* 
E. PAYNE PALMER, M.D., F. A.C. S. 
Phoenix, Arizona. 

*Presented at Staff Meeting, Good Samaritan 
Hospital. 

This condition is also known as Dupuy- 
tren’s Phlegmon, Woody Phlegmon and Holz’ 
Phi-gmon (in Germany). It is a slow and 
indolent inflammatory process involving the 
antero-lateral structure of one side of the 
neck and resulting in a dense woodlike hard- 
ness. 

The disease usually results from an acute 
infective process in the mouth, throat or 
masto‘d. While the exciting cause is infec- 
tion, with or without trauma, impaired 
health is believed by some to be a predispos- 
ing cause, but this has not been my experi- 
ence with anv of the ten cases that I have 
treated. Many different pyogenic organisms 
have been found but none seem to be spe- 
cific, the most freauently found being a small 
gram negative coccus. morvhologically like 
the staphyloccecus. which produces no effect 
in animal inoculation. The disease is no doubt 
due to an attenuated infection canable of pro- 
moting and keeping up a prolonged inflam- 
mation. There is an anatomic reaction occur- 
ring in the cellular tissue resulting in exuda- 
tion and fibrous tissue formation. 

The submaxillary lymph nodes are usually 
first affected. They become indurated but 
do not show marked enlargement. The peri- 
glandular tissue is next involved, the inflam- 
matory process spreading to the connective 
tissue, fascia, muscles and skin. The skin is 
thick, wine-red and firmly attached to the 
deeper structure. There is some pitting on 
firm pressure. The whole involved area is 
swollen, indurated and woody in consistency. 








227 


The boundaries of the induration are quite 
sharply defined from the non-infected tissue. 
There is but little pain, tenderness or fever 
in most of the cases. The head and neck are 
held rigid. There is little tendency to sup- 
puration early in the disease, but if an inci- 
cision is made into the affected area, puru- 
lent exudate may be found. Later in the dis- 
ease small suppurating areas may form. In 
some cases minute encapsulated pus pockets 
occur. 

The course of the disease is essentially 
chronic and may remain stationary for long 
periods. The duration varies from a few 
months to two years or more. While the ten- 
dency is toward ultimate recovery it is al- 
ways dangerous and fatalities may occur. It 
‘an compress the larynx and trachea, inter- 
fering seriously with breathing. Worthing- 
ton reports the case of a man who strangled 
to death seven months after he first noticed 
the swelling of the neck. One of Reclus’ cases 
died of edema of the glottis. In some cases 
there is serious difficulty in swallowing. 

The age of reported cases varies very 
much, the youngest being eight years old. 
It appears to be more frequent after middle 
life and to be most frequent in men. 

Although most frequently observed in the 
neck, woody phlegmon may occur in other 
parts of the body. It has occurred in the ab- 
dominal wall after anpendectomies and hern- 
iotomies and after trauma from a fall. In 
these cases it may not be noticed for many 
months after the operation or trauma. 
Ashurst reports a very similar affection in 
the axilla. Greco rerorts a case involving 
the perirenal tissue and a case has been re- 
ported involving the gluteal region. Its oc- 
currence in the neck is of more serious na- 
ture than in other localities. 


Unless one is acauainted with the disease. 
the diagnosis may be difficult. The wine-red 
color and the sense of resistance of the skin, 
the fixation of the skin to the underlying 
structure, the pitting on firm pressure, the 
firm woody feeling with the borders of indu- 
ration sharply defined and with but little dis- 
comfort, pain or fever and the chronicity 
should make the picture clearer. Lympho- 
sarcoma resembles it most closely but can be 
eliminated by the rapiditv of the growth. the 
tendency of the disease to involve one gland 
after the other, causing them to enlarge and 
fuse together and its tendency to cross the 
midline and implicate glands on the opposite 
side. There is often an early ulceration of 
the skin over the tumor. In case of question, 
a bionsy of one of the glands will clear up 
the diawnosis. Actinomycosis usually arises 
by direct extension from the primary foci 
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in the jaw or teeth; it can be recognized by 
the appearance of a slowly increasing pain- 
less swelling in the submental and submaxil- 
lary regions which, at first, is quite indurat- 
ed but soon softens and the abscess breaks, 
leaving a sinus lined with flabby granulation 
tissue containing characteristic yellow gran- 
ules; the diagnosis can always be made cer- 
tain if the ray fungus can be demonstrated. 
Secondary carcinoma of the cervical glands 
offers less difficulty in differential diagnosis, 
as the -involved glands are extremely hard, 
the skin is movable over them and they are 
easily movable upon the underlying and sur- 
rounding structure, the induration and the 
areas involved do not have the sharply de- 
fined borders; in carcinoma we can usually 
find the primary lesion. 

Active treatment is not usually followed 
by saisfactory results. It is best to treat the 
disease palliatively as spontaneous cures 
usually occur. Hot moist applications give 
some relief and may prove beneficial. The 
use of infrared rays offers hopes of benefi- 
cial results. Incision should not be made in- 
to the diseased area until definite softening 
has occurred. If there is softening and pus 
formation, a free incision should be made in- 
to the suppurating areas. 


CASE REPORT 

No. 7407 F. K., white woman, housewife, age 58, 
was admitted to the hospital December 12, 1929. Fam- 
ily history negative. Complains of swelling and pain 
in the right side of neck, extending down to chest. In- 
termittent pains starting on top of head shooting 
down over right ear. Present illness began three 
weeks ago with symptoms of a sore throat. Patient 
had been feeling very well and awoke in the morn- 
ing with a sore throezt. A few days later there was 
a swelling under the angle of the jaw which has 
spread over the entire right side of the neck. 

Patient had all the usual childhood diseases; 
smallpax 28 years ago; operation for tumor of left 
ovary 25 years ago. Seventeen years ago had a sim- 
ilar attack to the one she is now having. States that 
condition was not quite so seve’e although it last- 
ed almost four months and seemed to involve the 
bronchial tubes extending into the chest. Swelling 
was not quite so severe and the pain and tempera- 
ture rise not so great. General health is very good. 
Well nourished. Had passed the menopause. Mar- 
ried 42 years. Four children. Deliveries normal. 
Some lacerations which were repaired. 

A general physical exemination was made and the 
findings were normal except both tonsils were hy- 
pertrophic and hyperemic. The right tonsil shows a 
sinus from which a small amount of pus is exuding. 
There is redness of the skin over the right antero- 
lateral surface of the neck, extending from the mas- 
toid to below the clavicle and the skin is fixed to 
the underlying tissue, all of which forms a dense 
woody like hardness. This hardness involves all of 
the structure and is firmly fixed. There is but lit- 
tle tenderness or pain and no signs of fluctuation. 
The temperature was 100.2 F. Pulse 104. Since she 
has been in the hospital her temperature has been 
up to 102.4 end pulse 110. The urine was normal. 
The blood examination showed hemoglobin 80; leu- 
kocytes 12,300; polynuclears 70; small mononuclears 
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22; transitional 8. Under treatment the redness of 
the skin and the induration has diminished from 
above downward to about the center of the area. 
The lower half has continued red and indurated and 
an area of fluctuation has occurred near the center 
of the lower half. This was allowed to open spon- 
taneously. December 22, a culture gave a growth of 
streptococci only. 

When patient first came into hospital, ice bags 
were applied but this failed to give relief. This was 
followed by applications of continuous moist heat 
except twice a day infrared light was applied, first 
one-half hour each application, later increasing to 
one and a half hours twice a day. This treatment 
has apparently given very satisfactory results. The 
patient claimed that the area is much more com- 
fortable for several hours after the infrared light 
has been used. Since the formation and liberation 
of pus, the same treatment has been continued and 
as you can see inflammatory process is diminishing 
rapidly. Patient was discharged from the hospital 
Dec. 31, completely cured. I believe that the illness 
was shortened by the infrared light treatment. 
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DISCUSSION 

DR. JOHN J. McLOONE: Dupytren’s phlegmon 
has its etiological factors in affections of the teeth 
tonsils, the mastoid or the salivary parotid gland. 
The infection is probably an attentuated one and 
not wholly e2ble to break down the tissue. Hence we 
have a generalized induration without much free 
pus. The bacteria are spread quickly through a large 
area of tissue, as can readily happen in the loose 
tissue of the neck, and there results nowhere suffi- 
cent concentration to produce the effects seen in 
abscess. The tissue has not degenerated and the 
exudate is so spread out that no liquefaction takes 
place. This diffuse inflammation is called a phleg- 
mon. Frequently there is produced a dense end hard 
skin area. They are also called woody o* ligneous 
inflammations. The treatment is palliative rather 
than surgical, especially in the early steges. Should 
localization of the abscess take place, free opening 
would be indicated. However, previous to localiza- 
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tion of the abscess, heat in the form of infrared 
light I believe is the best therapy. This can be com- 
bined with hot magnesium sulphate compresses or 
one-half of one per cent carbolic acid solution. 

When a cellulitis results from a mastoiditis, na- 
turally attention to the mastoid would be indicated. 
In Bezold’s mastoiditis there is a perforation of the 
tip or the mesial portion of the mastoid which re- 
sults in a deep suppurative process. In other forms 
of diffuse cellulitis too early surgery, that is surg- 
ery before we are sure of the presence of a suppura- 
tive process, is contraindicated. The safest plan to 
adopt, provided the vital structures are not in 
danger, is to use the measures above enumerated to 
help the localization of the abscess. This will facili- 
tate the later surge’y that is done for the removal 
and evacuation of the purulent process. Meanwhile, 
possible etiological foci producing the infection 
should be investigated. 





ACUTE GONORRHEA 
GEORGE SHIELDS, M.D. 
Phoenix, Ariz. 

(Read before the Maricopa County Medical So- 

ciety, at Phoenix, Ariz.) 
HISTORY 

The Israelites were sufferers from gon- 
orrhea, as the disease is referred to in Levit- 
icus. 

Ebers, the famous Egyptologist, says the 
ancient Egyptians were familiar with the 
disease prior to the history of the Israelites. 
Aretaeus, a Greek physician, born in Cappa- 
doc‘a in the first century A.D., gives the 
first detailed history of the disease. Areta- 
eus describes the discharge continuing day 
and night, the depressing effect upon the 
sufferer, and regarded the discharge as un- 
fruitful semen, an opinion later held by Ga- 
len, born in 130 A. D. 


The word, gonorrhea means flow of semen 
and comes from the Greek. 

Galen is credited with the term gonorrhea 
but it is more probable that Hippocrates in- 
vented the word as Cleopatra used it and 
probably suffered therefrom as she says 
“Aliquando etiam spermatis spontanei et im- 
portuni fluxu foeminae fatigantur quod et 
proaciae gonorrhoeam appelant.”’ Cleopatra 
was dead before Galen was born. 

There is evidence that Hippocrates was 
cognizant of the disease both in men and wo- 
men in the fifth century before Christ. 

Aetius, a Greek, born in Mesopotamia, A. 
D. 500, describes ulcers of the urethra as re- 
sulting from gonorrhea and strongly advised 
against use of injections. Nothing was writ- 
ten for the next 600 years except from the 
two Arabian physicians Avicenna and Albu- 
casis who added nothing to the knowledge 
which had emanated from their Greek mas- 
ters and forerunners. 

We pick up the trail again in the thir- 
teenth century from the writings of Bernard 
Gordon and in the fourteenth century from 
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Valescus Von Taranta. Both of these au- 
thors pointed out the social evil of the dis- 
ease, the latter saying “Gonorream, non 
solum infect damum_ individuo, ino et toti 
sneciei humania generis. Quod si homines 
omnes paterantur gonorream, sic cito hum- 
anum genus desperiret.’” Benedetti, a cen- 
tury later said “Veluti enim pestilentia plur- 
imos affixit.” 

The next historical period is one of confu- 
sion between gonorrhea and syphilis, which 
certainly lends color to the view that syphilis 
had not invaded Europe prior to the fif- 
teenth century. 

Paracelsus, the well known German Swiss 
pseudo-physician and alchemist, regarded 
gonorrhea as the initial symptom of syphilis, 
an error which his followers continued. 


It is not clear who first recognized that 
gonorrhea was not a discharge of semen, but 
the first to attempt the change of name was 
Turguet de Mayerne I] Voppoia, to a flow of 
pus. 

Gonorrhea as an inflammation of the ure- 
thra and lacunae was discovered by Terra- 
neo in 1709 as a result of six post-mortem 
examinations. These observations were con- 
firmed by Cockburn in 1715 and Morgagnini 
in 1719. Although Cockburn and others de- 
scribed the genital complications of gonor- 
rhea and pointed out that the lesions did not 
disappear with mercury as did those of 
syphilis, clearly showing that many held the 
two diseases distinct, the unity view again 
came into prominence through Hunter’s un- 
fortunate experience in 1767. 

Benjamin Bell in 1793, James Tongue in 
1801 and Jean Hernandes in 1812, all inocu- 
lated themselves with gonorrheal pus and de- 
veloped gonorrhea only, but Hunter’s reputa- 
tion was such that not until Ricord in 1838, 
as a result of several experiments proved 
that gonorrhea was a distinct disease and 
the dualists to be correct. 

The history of the treatment consists 
mainly of the antiphlogistic theory which 
was practiced for all diseases alike, introduc- 
tion of a louse into the patient’s urethra, hot 
water baths, application of living or crushed 
bugs to the penis. The favorite injection 
was woman’s milk. Balsams were introduced 
by Franz de la Bue Sylvius, a German, in 
1674 and in this country by Sydenham in 
1680. 

According to Renaud, the first preven- 
tive measure recommended was micturition 
immediately after coitus, a teaching coming 
from the school of Salerno. In the _ thir- 
teenth century William of Salicet advised 
washing out with water after suspicious in- 
tercourse and his pupil Lanfranc used ablu- 
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tions with equal parts of water and vine- 
gar, to which the patient’s urine was some- 
times added. John of Gaddesden is credited 
with the invention of the suspensory ban- 
dage and this was used by Guy de Chauliac 


* who practiced at Lyons and Avignon. 


Neisser in 1879 discovered the gonococ- 
cus organism. 
INOCULATION PERIOD 

Varies from one day to six weeks, usually 
three to four days after exposure. This va- 
riance is due to resistance of individual, vir- 
ulence of infection, area of infection, use of 
preventive measures. Some cases, as. the 
Irishman says, run a chronic course from 
the start. 

PATHOLOGY 

Gonococci are first implanted upon the 
urethral mucous membrane, multiply extra- 
cellularly and produce no pus. Then in a few 
days polymorphonuclear leukocytes make 
their way into the lumen from the blood ves- 
sels in the subepithelial tissue and ingestion 
of gonococci and formation of pus takes 
place. Then the gonococci make their way 
between the epithelial cells into the tissues 
beneath. The gonococci probably reach their 
height of development in two weeks and 
from then on diminish due to antibodies 
circulating in the b'’ood stream, chemical 
substances from the epithelial cells and to 
growth of other organisms. In acute gon- 
orrhea the chief difference is the diffuse 
spreading over practically the entire surface 
of the urethral mucous membrane. The male 
urethra divides into the pendulous, bulbous, 
membranous and prostatic portions. Acute 
gonorrhea may be limited to the first two 
portions but in the majority of cases we will 
probably find an infection in the posterior 
urethra too. 

SYMPTOMS 

Undue attention to the penis. Feeling of 
warmth in the urethra. Grayish-white dis- 
charge after urination at first, followed in a 
day or two by a thick creamy yellow or 
greenish secretion. A bead over the orifice 
in the morning. Burning painful urination. 
Painful erections at night. 


DIAGNOSIS 

1. History of the case. 

2. The various glass tests of the urine, the 
most common being the two glass test. 

3. Bacteriologic examination of the pus 
and finding the gram negative intracellular 
diplococci. 

4. Cuiture may be of some value. 

5. Complement fixation test. 

TREATMENT 
From the various modes, drugs, instru- 
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ments, etc., used today each genito-urinary 
specialist, as well as the rest who treat gon- 
orrhea, has his own particular choice of 
treatment or hobby as it may be. This 
phase of the subject could be a veritable bat- 
tle ground of dissension. With just a few 
comments I will present breifly our outline 
of treatment which I think is coming to be 
the accepted line of treatment in most gen- 
ito-urinary clinics. 


I think it safe to say that most cases of 
gonorrhea are over treated rather than un- 
der treated, at least at the beginning. This 
may seem impossible to a few who hand out 
two prescriptions, one for argyrol injection 
and the other sandalwood oil or urotropin, 
just on the patient’s word that he has gon- 
orrhea and not even casting a glance at the 
offending organ. 


Again, as in most every disease the pa- 
tient has to be individualized for a rational 
treatment. They vary from the cocksure 
type who minimizes his trouble and thinks 
nothing of it, to the harassed, nervous in- 
dividual worried to death because of his in- 
fection, or the neurotic who has pain re- 
gardless of the treatment used. On the oth- 
er hand infection may be more virulent and 
complications of the surrounding tissues de- 
termine nature and extent of treatment. 


1. Acquaint the patient with the extent, 
nature and possibilities of his infection. 


2. Give printed, detailed instruction sheet 
to patient. 


3. Medication. 
(a) Oral—Agents to change reaction of 

urine. 
Bromides. 
Belladona. 
Codeine. 

(b) Urethal Injections. 
Silver salts. 
Dye compounds. 
Miscellaneous; Utzman’s so- 
lution. 

(c) Vaccines. 

(d) Physiotherapy; — hot applications, 
hot sitz baths, rest. 

4, Instrumentation;—this is only men- 

tioned so that it may be condemned. 
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DIAGNOSTIC FORUM 


VERTICAL HEADACHE 


(Case No. 15191, Case Records of Massachusetts 
General Hospital, New Eng. J. of Med., May 9, 1929, 
p. 994). 

Case History. 

First admission. An Irish-American electrician 
forty-nine years old entered the hospital September 
4 complaining of morning headache, chiefly on top 
of the head. 

For three years he had had tinnitus in the right 
sar. This had been no worse since the onset of the 
present illness. For the two months he had had loss 
f memory for recent events and had talked more 
slowly than usual. Seven weeks before admission 
he had a cold in the head, with much discharge from 
he nose every morning. This had persisted. His 
xyes ran a good deal. Since the onset of these 
symptoms there had been much more retardation 
£ speech. Five weeks before admission he began 
o have a severe vertical headache every morning, 
isually disappearing after breakfast and recurring 
toward evening. For three weeks he had had daily 
morning nausea followed by vomiting, not pro- 
jectile, and had a cough with thick white sputum 
and hoarseness. He rarely had night sweats. For 
two weeks he had had blurring of vision and vertigo. 
At times he felt as if he would fall. 

His father died at thirty-five of phthisis. One 
daughter died at five with a questionable diagno- 
sis of weakness of the heart. 


His eyes had always troubled him, aching at times. 
He had worn glasses since he was twenty-one. He 
had had no diplopia. The left nostril was smaller 
than the right. He had gonorrhea with treatment 
before he was married. He had typhoid fever fif- 
teen years before admission. He had tonsillitis ten 
years before admission. Four months before ad- 
mission he had four teeth extracted. 

Clinical examination showed a well nourished man 
with skin lesions on which a diagnosis of psoriasis 
was made. The heart, lungs and abdomen showed 
no abnormalities. With the arms extended there was 
slight tremor of the hands, more on the left. Knee- 
jerks and ankle-jerks very lively but equal bilateral 
Babinski was found at the entrance examination, 
but was not found by the visiting neurologist a week 
later. 

Neurological examination. Face pulled to the 
right on showing teeth. No tremor of the tongue. 
Grips equal. Vibratory sense in the right leg dimin- 
ished from the knee down, in the left leg diminished 
in the ankle. Reflexes normal except for Babinski. 


Urine normal except for a slight trace of sugar. 
Blood: 16,600 to 15,425 leukocytes, polymorphonu- 
clears 78 per cent, hemoglobin 80 per cent. 

Chart normal. 

Consultation. Oculist: a few floating vitreous 
opacities. The right disc showed hyperemia, near 
obliteration of physiological cup with one-half to one 
diopter of elevation. The left eye showed hyperemia 
with blurring of the nasal margin. Extra-ocular 
movements normal. At a second examination two 
days later the same findings were reported. There 
was also fine jerking rotary nystagmus on looking 
up and to each side. Visual acuity was normal. A 
third examination a week later showed no change. 
Ear consultant: No deafness. Both drums were re- 
tracted and the ossicles were not too freely movable 
in the right side. This probably accounted for the 
tinnitus. A caloric test with cold water showed no 
abdormalities of the ‘horizontal canals, but the 
nystagmus, vertigo and past-pointing from the ver- 
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tical canals of both ears, although in the right di- 
rection, was very poor. 

X-ray of the skull showed no abnormalities of the 
skull or sinuses. The roots of four teeth showed ab- 
scesses. These teeth were extracted by a dentist 
and two more were reported as dead. 

September 9 the patient felt as though he wanted 
to vomit although he was not really nauseated. He 
became dizzy, weak, semiconscious and would have 
fallen to the left if he had not been caught. 

September 14 a lumbar puncture between the 
fourth and fifth lumbar vertebrae gave clear fluid, 
initial pressure normal, good rise and fall on jugu- 
lar compression, 1 cell, alcohol positive, ammonium 
sulphate and Wassermann negative, total protein 
97 milligrams, colloidal gold 1111211000. 

While the patient was in the hospital the nausea 
and vomiting stopped and the headache became less 
frequent and severe. September 21 he was discharg- 
ed, to return at the end of a month for check up. 

History of interval. After going home the patient 
had a return of the attacks, though they were less 
severe. On October 9 he was semi-comatose. The 
following day he could remember seeing two physi- 
cians and several ministers, but could not remem- 
ber any events connected with them. 

Second admission, October 10, three weeks after 
his discharge. 

General physical examination was as before. Neu- 
rological examination the day after admission show- 
ed definite bilateral plantar flexion. There was very 
little evidence of lack of coordination in the finger- 
to-finger and finger-to-nose tests. Nystagmus was 
very slight if present at all. There was no ataxia. 
There was questionable slight left fifth motor and 
left seventh weakness. Tinnitus was present on the 
right. 

Before operation the chart was normal. 

October 13 operation was done. After it the tem- 
perature was irregular, with periods of elevation to 
100° or 101°, once to 102.2°, lasting one to three 
days, with intervals of days or weeks of normal or 
occasionally subnormal temperature. The pulse was 
56 to 130; usually below 90 until November 18. The 
respirations were not remarkable until December 13, 
when there was a terminal rise in the whole chart— 
temperature 100° to 105.2°, pulse 108 to 150 res- 
pirations 22 to 50. 

X-ray examination October 16 showed a peculiar 
mottled appearance of the bones of the skull. The 
calvarium was rather heavy. A review of the previ- 
ous plates showed similar but less marked changes. 
The sella turcica appeared normal. There was cal- 
cification in the region of the pineal gland. There 
was no evidence of increased intracranial pressure. 

October 21 there was mild staphylococcus infec- 
tion of the wound, causing edema so marked as to 
shut the right eye. Four days later the entire ex- 
tent of the incision was infected. There was evi- 
dence of pressure. October 27 herniation of the 
brain tissue was suspected and October 31 was defi- 
nitely present. The infection slowly cleared. A con- 
sulting oculist found early choking of each dise. The 
physiologic cups were still present. November 6 a 
lumbar puncture showed an initial pressure of 450, 
total protein 65. Forty cubic centimeters of clear 
fluid was withdrawn. After the procedure the swell- 
ing was definitely diminished and the skin edges 
were partially drawn together with adhesive. Lum- 
bar punctures were done also on October 19, 20 and 
27. The patient lost ground steadily, became much 
more stuporous with Cheyne-Stokes respiration at 
times. An attempt to tape the skin edges over the 
wound caused blockage of pus drainage and spread, 
so that the wound was left wide open. The brain 
fungus was moderately riddled with small abscess- 
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es. By December 11 the infection had practically 
cleared and epithelialization was almost complete. 
The wound was not particularly tense. The fundi 
seemed quite flat, with evident secondary optic 
atrophy. The patient was periodically drowsy and, 
alert. December 16 the leukocyte count was 72,800, 
the polymorphonuclears 93 per cent. There wer¢ 
signs of possible beginning pneumonia. December 
17 these were increasing. That night the patient 
died. 


The following discussions of this case were 
given before the Yavapai County Medical So- 
ciety:and the Medical Officers of Fort Whip- 
ple, at their regular meeting of Jan. 7, 1930: 

DR. I. D. LOEWY 


This patient presents a history of illness ex- 
tending over a period of about five and a half 
months, two months prior to admission to hospital 
and three and a half months in hospital until he died. 
During this period he had first, slight loss of mem- 
ory for two months, speech slow; a little later a cold 
in the head and profuse discharge from the nose; 
eyes ran; also increased retardation of speech. Five 
weeks before admission he had vertical headache 
every morning, which cleared up during the day. 
Three weeks before admission he had vomiting with- 
out nausea and not projectile; also cough with thick 
white sputum. He rarely had night sweats. It is 
rather a jumbled history, but all the symptoms are 
referable to the head or skull and perhaps to the 
brain. 

The examination covers two periods; one on first 
admission which did not reveal very much; his face 
was pulled slightly to the right when he showed his 
teeth, and reflexes normal except for a slight trace 
of sugar; white count 16,000 to 15,000, polys 78 per 
cent, hemoglobin 80 per cent; right eye showed hy- 
peremia, obliteration of physiological cup, the left 
eye showed hyperemia with blurring of the nasal 
margin, some nystagmus present. On first examina- 
tion teeth were x-rayed and showed four abscess- 
es, which teeth were removed by a dentist. He 
would become weak and dizzy and fall to the left 
if not caught. The spinal fluid appears to be nor- 
mal. Evidently they did not make a definite diagno- 
sis, but the signs and symptoms refer to the brain 
or within the skull at least. There is nothing defi- 
nite as to identity of the lesion or its location at 
this time. Before he left the hospital he improved 
somewhat, the spinal punctuye probably helping to 
reduce the pressure. 

In the meantime, all the symptoms returned with 
increased severity and after three weeks he was re- 
admitted to the hospital, comatose. At that time 
neurological examination was made and showed defi- 
nite bilateral plantar flexion, questionable fifth and 
seventh motor weakness. X-ray of the skull showed 
mottled appearance. On October 13th he was oper- 
ated; we believe they opened the skull and went in 
to the brain, that they were looking for brain tumor. 
From the date of operation until December 17th, 
when he died, this man presents a picture of infec- 
tion, first low grade infection apparently controlled 
for a while, and later on harder to control; hernia- 
tion of the brain tissue; choked disc and increased 
spinal pressure. What went on in this man’s head? 

We have to remember that in diseases of the brain, 
and meninges we have brain abscess, thrombosis, 
metastatic abscess, brain tumors,—malignant and 
benign, of which gliomas make up about fifty per 
cent,—pituitary tumors, meningiomas, auditory neu- 
roma, tuberculomas and gummata. There is noth- 
ing to indicate gummata,—the history is entirely 
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negative and spinal Wassermann is negative. Tuber- 
culomas are more frequent in children and usually 
follow some other tuberculous process in the body. 
There is nothing in this case to warrant, for in- 
stance, a diagnosis of pulmonary tuberculosis, al- 
though he did have a cough and sputum; the chest 
is negative except near the end of the case, when he 
has rales, no doubt a terminal pneumonia. His fath- 
er died of phthisis which must be taken into consid- 
eration. There is no sputum examination recorded 
and no mention of anything to point definitely to 
a tuberculous focus in the body, especially in the 
lungs. So we rule out tuberculoma. 

Pituitary tumors are characterized by slow 
growth, by pressure symptoms and by finding of 
enlargement by x-ray, and general signs and symp- 
toms characteristic of tumors or growths of the pitu- 
itary gland. There is nothing in this case to indi- 
cate it. 

Auditory neuroma can not absolutely be ruled out 
but there is nothing in this case to warrant a diag- 
nosis of that particular type of tumor. 

Metastatic tumors and abscess would be secondary 
to conditions elsewhere in the body and there is noth- 
ing to indicate disease in other parts of the body. 
There is no septicemia present to point to metas- 
tatic abscess. 

The two most probable conditions are brain tumor 
and the ordinary type of brain abscess. It is some- 
times impossible to differentiate, prior to operation, 
between brain abscess and brain tumor. There are 
some features, however, of brain tumor that are ab- 
sent in brain abscess and vice versa. The classical 
symptoms of brain tumor are projectile vomiting, 
choked disc and intense headache. This man does 
not have early choked disc but had an eye condition 
that eventually led up to choked dise prior to 
death; did not have projectile vomiting, although he 
did have peculiar gastro-intestinal symptoms,— 
vomited, was nauseated and did not vomit,—a con- 
tinual history of vomiting prior to admission and up 
to time of operation. He had headache but not 
intense, no progressive headache which nothing 
remedies, in which it is obvious he is suffering from 
severe pressure. 

To have brain abscess there must be some focus 
of infection, about the head presumably. A form of 
brain abscess not so often mentioned is that con- 
nected with lung abscess or bronchiectasis. This pa- 
tient has cough, tenacious sputum and the history 
mentions that he “did not often have night sweats,” 
which implies he did have them but not often. Of 
course the history taker was looking for tuberculo- 
sis. Foci of infection most common in the head, 
which might produce brain abscess, are otitis media 
and sinusitis. This man had abscessed teeth; pro- 
fuse nasal discharge; tinnitus, ringing in right ear, 
evidently due to otosclerosis. We do not think otitis 
media is in this picture. 


DR. B. L. JONES 

This case offers some difficulty in differentiating 
between abscess and tumor of the brain, but we have 
some symptoms in regard to brain abscess that are 
very strong, and some in regard to brain tumor that 
are not very strong in favor of that diagnosis. A 
brain abscess is always secondary. We have in this 
case evidence of infection in the teeth, of the 
sphenoidal sinuses, as primary cause of abscess. 

The spinal fluid is negative except-that it is un- 
der pressure, which might indicate brain abscess. 
We find in brain abscess that there may be normal 
or subnormal temperature. There may be a moder- 
ate leukocytosis, which is present in this case. 

The eye symptoms are not definite, pointing to 
either abscess or tumor or new growth. We know 
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that optic atrophy or choked disc may be present 
without abscess. 

One of the most common causes of brain abscess 
is suppurative otitis media. In a series of seventy 
autopsies of brain abscess, forty-two were attributed 
to the ear. One important point in brain abscess is 
that it generally follows chronic inflammation rath- 
er than acute. In this case we know that he was ob- 
served for a sufficient length of time in which an 
abscess could have formed and become walled off. 
It takes about six weeks to wall off a brain abscess. 

In localizing an abscess of course we have the 
right temporal, left temporal and the cerebral areas. 
If it happens on the right side there would prob- 
ably be no symptoms and we do have symptoms. If 
it happens on the left we have the sensory symp- 
toms, may be disturbed reading and optic changes, 
or some paraphasia. In this case the neurologist 
found impairment of the seventh and fifth nerves, 
muscles of the face pulled to the right, so we take 
it this trouble was on the left. We do not think this 
brain abscess was spread over a very large area as 
there did not seem to be any extensive paralysis. All 
the symptoms seem to be of a very minor charac- 
ter, not definitely marked except after he was op- 
erated upon. 

We believe that this man did have an abscess and 
that this was caused through infection from the nose 
or the teeth. We do not know what area was in- 
volved, but there are symptoms of vertigo, dizziness 
and staggering, nausea and vomiting. We think 
they operated on this man for brain abscess. It is 
said if you try to drain through more than two 
centimeters of brain tissue you will have trouble; 
in this case hernia of the brain developed. Evident- 
ly increased pressure formed following operation. 
We know that infection took place,—considerable 
pus formed about the operative wound. But the 
peculiar thing about this is that the wound healed 
but the man still had some of his symptoms,—loss 
of memory with eye changes. Then finally some- 
thing heppened and he died. We believe at that time 
he developed a pneumonia. Whether he had a septi- 
cemia we do not know. No doubt he did have menin- 
gitis up to the last. We believe that if they had not 
operated he would probably have lived _ several 
morths longer. 

Our diagnosis is brain abscess and terminal pneu- 
monia. 


The following discussions were given be- 
fore the Clinical Club of Phoenix, at their 
noon meeting on Dec. 16, 1929: 

DR. VICTOR RANDOLPH 


Headache may be due to organic disease .of the 
brain or vessels, to disease of the meninges or skull 
or the special sense organs, the eye, ear, nose and 
eecessory sinuses. It may be of toxic origin, endo- 
genous or exogenous. Or it may be of functional 
origin, in which class we find the abnormal blood 
pressures, mental states, eye-strain and so on. 

In this case tinnitus is the second symptom given. 
We conclude the patient had noises of some sort in 
his right ear, probably due to causes within the ear. 
Next, he had aphasia and retardation of speech 
which means something cerebral. The eyes ran a 
good deal, there was much persistent nasal dis- 
charge, blurring vision, vertigo; also a cough, thick 
white sputum and hoarseness, rarely night sweats, 
morning nausea and vomiting. This is a great va- 
riety of symptoms, which are not adequately fol- 
lowed up in the history. But they point, chiefly, to 
the central nervous system as the site of the prin- 
cipal lesion. 

Examination shows questionable lesion of the sev- 








enth cranial nerve and of the motor division of the 
fifth; bilateral Babinski; there is some choking of 
the right optic disc and blurring of the nasal portion 
of the left. Five days after admission patient feels 
nausea and dizziness and “would have fallen to the 
left if not caught.” The evidence points to disease 
in the region of the right cerebral hemisphere, par- 
ticularly involving the posterior inferior portion of 
the frontal lobe where, in the anterior central gyrus, 
the motor area of the face is located. In the neigh- 
borhood also is Broca’s area or the higher kines- 
thetic center of speech memory. We may perhaps 
assume that the slight changes found point to this 
latter area, although the speech centers are usually 
active only on the left side in right-handed indi- 
viduals. 

What is the type of lesion? Syphilis we have no 
evidence of. We have symptoms but no other evi- 
dence of infection in the nose or accessory sinuses. 
We have no evidence of infection in the ocular tracts. 
If abscess is present in the frontal lobe, what is the 
source of the infection causing it? We have no evi- 
dence. As symptoms of abscess, the patient has 
had some night sweats, although fever was not 
found in the hospital. He has leucocytosis. He has 
not the typical bradycardia and bradypnea of either 
tumor or abscess. Headache is common to both tu- 
mor and abscess. He had one or the other in my 
opinion. I am inclined to think abscess, because I 
think tumors in this location are relatively rare, and 
because of the type. of changes in the eye grounds. 
I suggest that tumor sufficient in size to produce 
pressure changes czusing choking in the right eye 
would also cause it in the left, whereas abscess by 
setting up a local inflammatory process might cause 
choking in the one eye without transmitting it en- 
tirely to the other. 

Diagnosis: Abscess right frontal lobe. Pneu- 
monia. 


DR. T. T. CLOHESSY 


On carefully examining this record one symptom 
and one sign, when connected together, suggest a 
very probable tentative diagnosis of frontal sinusitis. 
The symptoms I refer to is vertical headache, espe- 
cially one recurring regularly every morning for the 
past five weeks, and disappearing after breakfast. 
This disappearance of this severe headache follows 
the appearance of the sign of which I spoke; that is 
a profuse discharge from the nose every morning. 
The appearance of this headache every morning is 
probably caused by an accumulation of secretion 
over night; its disappearance is supposedly caused 
by an evacuation of the sinus contents through the 
nose. We will now see what we find confirmatory 
of the above diagnosis, later discussing briefly other 
possible or probable causes of this man’s illness. 

The tinnitus complained of had no connection with 
his main trouble. Loss of memory could be attribut- 
ed to toxemia, or to collateral congestion and edema, 
such as is noted in swelling of the face; also noted 
by ophthalmoscopic examination in hyperemia in 
the eyes. Its shart duration, two months, also is 
consistent with this acute condition of sinusitis. Sev- 
en weeks before, his trouble was initiated by the 
so-called cold in the head, which might have been 
primarily an infection of the nasal passages, fol- 
lowed by sinusitis, or it might have been secondary 
to an original infection of the sinus. His eyes ran 
a good deal, as expected from reflex irritation or 
collateral congestion, or both. Retardation of speech 
could be explained by collateral congestion, as the 
speech centers are, I believe, not far away from the 
seat of his trouble; this retardation began only two 
months ago with the advent of his sinusitis or cold, 
and progressed with the progression of his present- 
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ing symptoms. His past history has no significance. 
His mental inaptitude and retardation of speech sug- 
gest paresis, but it is too acute and there is no cor- 
roboration. Neurological examination showed noth- 
ing distinctive of any other condition, and nothing 
incompatible with frontal sinusitis. A polynuclear 
count of 16,000 points to such organisms as cause 
sinusitis. The eye findings are such as we might 
find in sinusitis and are not distinctive of any other 
condition. Mottled skull by x-ray I think might be 
an extending phlebitis, such as we find on the skin 
in conditions of livedo. 

We will now briefly touch on other possible caus- 
es. The severity of headache is probably greatest in 
organic diseases of the brain or periosteum, such as 
cerebral tumor, meningitis, syphilitic periostitis and 
gummia. I believe these are all we need to consider 
in this case. Cerebral tumor should give us some 
focal signs, but we have no characteristic ones. The 
ear-marks of a true meningitis ae lacking, although 
I believe there is some congestion and edema of the 
adjacent meninges. Gumma would probably present 
similar signs to those found in cerebral tumor, un- 
less other positive signs of syphilis ave present. 
Syphilitic periostitis and meningitis have at least 
nothing definite pointing their way as confirmation; 
for instance, negative spinal fluid findings. In this 
connection. I would like to quote from Cabot’s Dif- 
ferential Diagnosis 4th edition, Vol. 1, page 47. I 
wish you gentlemen would pay particular attention 
to this quotation. for this is from our honored men- 
tor, Richard C. Cabot, not from a mere syphilologist, 
not even from Stokes, nor Fournier, nor Jonathan 
Hutchinson. Cabot says, “The absence of any knowl- 
edge of infection by syphilis is of no importance, 
Onlv positive evidence is of value in relation to 
syphilis and it cannot be too positively stated that in 
any person, young or old, rich or poor, whatever his 
character or circumstances, syphilis is always a pos- 
sible diagnosis. The oppo~tunities for the non-vene- 
real acquisition of syphilis are very many.” He also 
states elsewhere. “I have three times seen recovery 
after antisyphilitic treatment in cases given up to 
die of brain tumor.” 

Diagnosis:—F'‘ontal sinusitis. Operation followed 
by infection and death from terminal pneumonia. 


Diagnoses by other club members were as 
follows: Brain tumor, by Drs. O. H. Brown, 
Howell Randolph, A. C. Kingsley, W. W. 
Watkins. Brain abscess. by Drs. F. J. Mil- 
loy, S. I. Bloombardt. Cerebellar abscess by 
Dr. R. J. Stroud. 


The following are the discussions at the 
Clinico-Pathological Conference at the Mas- 
sachusetts General Hospital (N.E.J. of M., 
May 9, 1929, p. 995). 

RICHARD C. CABOT, M.D. 

That past histroy does not help us. The present 
iliness also is not distinctive, but makes me think 
of chronic nephritis more than of any other disease 
because of the headache and blurred vision. The 
catart-hal symptoms are presumably due to some- 
thing else occurring as a complication. 

As far as I know people do not die of psoriasis, 
so I think we can put that to one side. 

What diagnosis did they make at the end of the 
first admission? Some things suggest cerebral] tu- 
mor. Some things suggest arterioscle;osis of the 
cerebral vessels, which so far as I know could give 
him ail the nystagmus and ear changes that he had. 
I should suppose one of those two diagnoses was 
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made, probably the first. May we have the diagno- 

sis that was made when he went out of the hos- 

pital the first time? 

Miss Painter: It was toxic papilledema; brain 
tumor suspected. 

Dr. Cabot: I take it the operation was done with 
a diegnosis of brain tumor. 

Operation: Under ether anesthesia the usual type 
of right subtemporal decompression was done. The 
dura and brain were under considerable increase of 
pressure. The convolutions were flattened and pulsa- 
tion was diminished. No local evidence of tumor by 
inspection or palpation was discovered. Punch speci- 
mens which were taken were negative in gross ap- 
pearance. 

There is no pathologic report. 

Further Discussion: So we have confirmation of 
intracranial pressure such as a tumor would give, 
and more, probably, than a vascula’- lesion would 
give. I should sav we ale still where we were be- 
fore. It is probably brain tumor, site unknown. 

Dr. Holmes, will you demonstrate the x-ray films 
to us? 

Dr. George W. Holmes: There is a very fine mot- 
tling in the bones which is not chaacteristic of any 
particular lesion. In this note it says there is no evi- 
dence of increased intracranial pressure; but of 
course we know that he did have it, at least there 
was evidence of it in x-ray seen later. It must have 
been going on for some time hefore we saw evidence 
of it at x-"ay. Negative evidence is of no value. 
Positive evidence may be. The note speaks of some 
irregularity and increased densitv back of the sella 
turcica. That is not characteristic enough for me 
to draw any conclusion. It may be an abnormal 
finding. Some of these brain tumors show calcifica- 
tion in the tumors themselves. But we have noth- 
ing here to justify us in making a definite diagno- 
sis. That mottled appearance of the sku!] may be 
just atrophy. I do not know why he should have it. 
One.of the things that should be considered is met- 
astatic malignancy. We have no other evidence of 
it. It is unusual to have it metastasize to the skull 
and nowhere else. My interpretation would have to 
be some unexplained nhenomenon that has nothing 
to do with the present illness. 

Differential Diagnosis. Dr. Cabot: I do not know 
what else to say except cerebral tumor, possibly with 
pneumonia at the end. 

We always ought to consider brain abscess when 
we consider brain tumor. They give very much the 
same symptoms. But the fact that he went so Ieng 
without temperature is somewhat against abscess. 

A Student: He had a leukocytosis in the begin- 
ning. Wouldn’t that go well with bvain abscess? 

Dr. Cabot: That is a good point. I should have 
thought of that. I cannot remember leukocytosis 
with brain tumor. It may occur, but I do not re- 
member it. 

A Student: Could that fine mottling of the skull 
be due to osteomyelitis? 

Dr. Holmes: Yes, that would be quite possible. 
Osteomyelitis might look like that. But this is too 
general. Osteomyelitis is usually localized, not scat- 
tered through the skull. 

Dr. Cabot: I think I am influenced more or less by 
the fact that during the operation they mace no at- 
tempt to find brain abscess. Perhaps they ought to 
have attempted it. But I am rather prejudiced in 
favo: of their reasoning as we do. So far as that 
description of the operation goes it looks as if they 
are looking for a tumor. There was no probing or 
no trocar used as they do in many cases of brain ab- 
scess. I cannot answe: this question about the high 

leukocyte count. It certainly sounds like something 
more than tumor. Of course at the end we could 
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have a leukocytosis from infection. There is plenty 
of evidence of infection there, but the initial high 
leukocyte count I cannot explain. 

I should say that as far as we have gone the evi- 
dence is in favor of tumor except the blood, which 
is against it on the basis of any knowledge that I 
have. But on the whole it seems to me more like 
tumor than it does like abscess. 

A Student: Is primary carcinoma of the lung 
ruled out here? It seems to me that he had sev- 
eral lesions inside the brain. Perhaps that is due to 
cancer of the lung metastasizing in the brain. 

Dr. Cabot: Calrcinoma of the lung. We have not 
a bit of positive evidence of that. If we can have 
carcinoma of the lung without evidence, then this 
could be metastatic to the brain. 1 do not see how 
wa can go beyond speculation on that. 

A Student: It is long standing in the skull 

Dr. Cabot: Yes. On the whole I am a bit against 
carcinoma, but not on very good evidence. 

As a general thing will brain abscess show by 


x-ray? 
Dr. Holmes: No. 
Dr. Cabot: Or tumor either? 


Dr. Holmes: Tumor will show in a certain per- 
centage of cases. 

Clinical Diagnosis (from hospital record): Brain 
tumor, suspected with left hemiplegia. 

Dr. Richard C. Cabot’s diagnosis: Brain tumor. 
Terminal pneumonia. 

DR. TRACY B. MALLORY 

Anatomic Diagnoses: 1. Primary disease. 
Metastatic papillary adenoca*cinoma (probably pri- 
mary in kidney) in brain, lung, liver, adrenal, kid- 
ney. 

2. Secondary or terminal lesions. 

Septic infarction of the lung. 

Empyema. 

Operation wound—right subtemporal decompression. 
Herniation of the brain. 

Trephine. 

This man had several tumors in his brain, but 
they were papillary adenocarcinomas. Tumors were 
also found in the skull, in the lungs, in the bron- 
chial gland, in the adrenals, and in one kidney. The 
lesion in the kidney was almost the smallest of all 
of these. On the other hand, the kidney is 
the only one of all these regions where a papillary 
type of growth is at all common. I believe that the 
kidney tumor, which was not more than half a 
centimeter in diameter, was the primary growth 
from which all these metastases occurred. The 
terminal event proved to be not a pneumonia but 
a septic infarct of the left lower lobe which per- 
forated through the pleura and caused a_begin- 
ning empyema. 

A Student: Where were the metastases in the 
brain? Were they at the base of the skull? 

Dr. Mallory: A firm round area two centimeters 
in diameter was felt on external examination in the 
pavietal region in the right cerebral hemisphere. 
There was a separate nodule in the posterior part 
of the left frontal lobe, a small one 4 millimeters in 
diameter on the surface of the left temporal lobe 
and a tumor in the right uncinate gyrus. 

A Student: Were tumors found in both adrenal 
glands? 

Dr. Mallory: In one. 

Dr. Holmes: Were the metastases in the skull of 
the type that would produce such an x-ray picture? 
Could the fine mottling seen in the films be due to 
vevy fine generalized metastases? 

Dr. Mallory: The tumors noted in gross were all 
rather large ones which projected sumewhat inside 
and had lifted the periosteum from the inne: table, 
and we found no diffuse infiltration microscopically. 
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(Case 15251, Case Records of the Massachusetta 
General Hospital, from New Eng. Jour. of Med., 
June 20, 1929, p. 1300). 

CASE HISTORY 


First admission. An English pipe organ tuner for- 
ty-four years old entered February 19 complaining 
of breathlessness. 

Six months before admission he went on one of 
the peviodic alcoholic debauches in which he had al- 
ways indulged. After three days his feet swelled. 
When he stopped drinking the swelling disappeared, 
retu-ning later, increasing and ascending until it 
involved the penis. Since the onset he had had sharp 
pain over the splenic area when he was tired. Five 
months before admission he had a “cold” lasting 
four to six weeks. he thought without fever. He 
coughed and raised a little sputum, and had pain in 
the back and breathlessness, worse on exertion. For 
three months he had had oliguria. Three months ago 
he began to feel a pressure in his abdomen as though 
he had eaten a heavy meal, with belching and 
nausea. His abdomen gradually increased in size 
so that he had to loosen his clothing more and more. 
He tzied eating only one meal a day without relief. 
Five weeks before admission he had an x-ray exam- 
ination and was advised to enter a hospital. A week 
later by advice of a physician he followed a regime 
of restricted fluids, powders and unlimited diet, but 
after a week stopped it because he was alarmed by 
his oliguria. Thvee weeks before admission he fol- 
lowed advice for rest and Epsom salts with some 
relief of the edema and slow improvement in his 
feeling. Recently he had slept on his back and had 
had dull aching pains under his scapula, relieved by 
sitting in a chair. Since the onset he had gradually 
lost strength and gained weight, 17 pounds up to a 
month ago, though his arms seemed thinner. He had 
had three moderate nosebleeds. His bowels had be- 
come slightly constipated. 

His father died of cancer of the throat. The pa- 
tient’s wife was psychotic for a year ending six 
months ago. The patient took care of her himself. 
His business and his income of course suffered. He 
had scarlet fever at twelve, typhoid fever at twenty- 
one. He had always been a heavy periodic drinker. 
At twenty-four he had lesions on his soles and a 
severe sore throat, and was tveated with mercury 
by mouth. Two years later his wife had him commit- 
ted to the Psychopathic Hospital for excessive drink- 
ing. He had a positive Wassermann, and treated with 
intravenous injections for a yea- and a half. At 
thirty-four he had gonorrhea, with treatment. At 
forty he had severe coarse t’emor and was “jumpy” 
from alcohol. Now he was more quiet. 

Clinical examination showed a slightly wasted man 
with an enormous abdomen, lying flat in no dis- 
comfort and with no dyspnea. Two submaxillary 
glands were felt, and left axillary glands the size of 
a pea. Teeth caiious. Marked pyorrhea. Smooth, 
somewhat pedunculated enlargement of the left tun- 
sil. Lungs clear. Apex impulse of the heart in the 
fourth space. Left border of dullness 942 centime- 
ters from midsternum, one centimeter outside the 
mideclavicular line, right border two centimeters, 
supracardiac dullness 6. Sounds of poor quality. A 
systolic murmur at the base. Pulses normal. Radials 
and brachials palpable and tortuous. Blood pres- 
sure 105/70 to 112/75. Abdomen distended; fluid 
wave, shifting dullness. A small umbilical hernia. 
Edema of legs, sacrum and genitals. Pupils and re- 
flexes normal. 

Urine 120 to 34 ounces, specific gravity 1.010 to 
1.030, 3 to occasional leukocytes at all of four exam- 
(Continued on page 240) 
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NEW MEXICO ANNUAL MEETING AT 
RATON 
June 4, 5 and 6. 

The Forty-Eighth Annual Meeting of the 
New Mexico Medical Society will again be 
heid in historic and scenic northern New 
Mexico. Raton was selected as the meeting 
place for 1930. Dr. C. B. Elliott, secretary 
of the Colfax County Medical Society, has 
created a very excellent program, as well as 
a very auspicious setting for the meeting. 

Raton, surrounded on three sides by lofty 
mountains, is glimpsed as the traveler over 


ing No. 385 at Capulin. Highway No. 85, 
“America’s oldest road,” enters the city over 
Raton Pass from Trinidad. Highway No. 485 
leads to the Southwest toward Taos and San- 
ta Fe. It is known as “The Highway of the 
Immortals.” Raton has a population of 7509 
and lies at an altitude of 6666 feet. It has fine 
paved streets, many attractive public build- 
ings; pure spring water; churches; fine 
schools; two golf courses; a country club; a 
radio station; two fine hotels and many 
smaller ones; restaurants, rooming houses 
and tourist camps. The Santa Fe Indian de- 
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Fig. 1. Hotel Swastika, the headquarters for themeeting. 


Raton Pass winds around the mountain 
peaks and prepares to make the last descent 
into the pretty little city which lies in the 
valley below. The streets lie spread out in 
uniformly neat squares, a little city of homes 
with a magnificent background of mountain 
scenery. Raton is entered by three nation?! 
highways: Highway No. 385 lea’irg in from 
the south and extensively traveled by resi- 
dents of Texas seeking a respite from sum- 
mer heat. Pawnee Bill route, Highway No. 
64, leads into the city from Oklahoma, join- 


tour begins here, travelers detraining here 
from the luxurious train, the Chief, and 
spending the night in this city before begin- 
ning a sightseeing tour of nearby scenic 
beauties. Raton Pass, leading through mag- 
nificent mountain scenery from Southern 
Colorado into Northern New Mexico, is the 
connecting link between the two _ states, 
which have many scenic beauties and points 
of historic interest in common. One pass2; 
the sign post which marks the imaginary 
line of division but otherwise the change 
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Fig. 2. Lake Maloya in Sugarite Canyon, from 
which the municipal water supply of Raton is pro- — 
cured, 


Fig. 3. Palisades in Cimarron Canyon, rising in 
majestic height above a clear, limpid mountain 
stream flowing through the valley of the Cimarron. 


from the southern line of one state into the 
northern boundaries of the other brings no 
visible signs of change either in beauty or 
thrift. 


The program, elsewhere printed in this 
issue, speaks for itself and will, no doubt, 
draw a large attendance. It will be noted 
that the entertainment schedule includes an 
automobile trip through Cimarron Canyon, 
with luncheon at Eagle Nest Lake. This is a 
beautiful trip, and should not be missed by 
anyone who can make it. No more delightful 
vacation could be imagined than one spent in 
Northern New Mexico, including the scenic 
wonders in the vicinity of Raton. The editor 
has been there on two occasions and knows 
whereof he speaks. The illustrations pre- 
sented herewith can give but a faint concep- Fig. 4. One of the trout streams in Cimarron Can- 
tion of the scenic grandeur of the “Cimarron yen. Real trout fishing from such streams as this 
Country.” has made the Cimarron country famous. 
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The New Mexico Medical Society 
Forty Eighth Annual Meeting 


RATON, NEW MEXICO, JUNE 4, 5 and 6 
Headquarters—Hotel Swastika 





Fig. 5. Capulin National Monument, near Raton. 
This extinct volcano is said to be the most perfect 
crater on the American continent. 


ANNOUNCEMENTS 


Registration headquarters will be in the Hotel 
Swastika. Every member, visitor and guest is asked 
to register promptly on arrival. 


Scientific and business sessions will be held in the 
ballroom of the Hotel Swestika on Wednesday and 
in the El] Raton Theatre Thursday and Friday. 

The opening discussions are limited to five min- 
utes and general discussions to three minutes each. 
No one shall speak more than twice on the same 
subject. 

Papers read before the scientific sessions shall 
become the property of the Society and shall be 
deposited with the secretary of the Society for 
publication in the official organ of the Society 
(Southwestern Medicine). 

A registration fee of Three Dollars ($3.00) will be 
charged all members of the New Mexico Medical 
Society. 


OFFICERS 


President: 


a a a a Las Vegas 
President-Elect: 

R. O. BROWN - - - - - -*- Santa Fe 
Vice-President: 

J. A. REIDY - - s se = Albuquerque 
Secretary-Treasurer : 

L. SB. COMENOUR - - = « = Albuquerque 


Councilors: 


C. B. E.vuiorr a ee ee ee Raton 


HARRY MERA ee. - Santa Fe 
Cam, MULEY - ---:+. - Albuquerque 
DWIGHT ALLISON mae ae ae Las Cruces 
W. T. JOYNER OA Tek as = ds ak Roswell 
H. A. MILLER a ee Clovis 
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PROGRAM 


Hotel Swastika 
WEDNESDAY, 10:00 A. M. 


Invocation: 


HoMeER F. COOKE oe ia hee Ey ke! a Raton 
Address of Welcome: 

A. R. STREICHER, Mayor of Raton - - Raton 
Response: 


Dr. F. F. Doepp - - - - -' + - Carlsbad 


President-Elect’s Address: 
Dr. R. O. BROWN tee Ie 


Dr. M. K. WYLDER - - - - 
“Preventive Medicine as Applied to Pediatrics. 


Santa Fe 
Albuquerque 


” 


Dr. O. H. BROWN ae Phoenix, Arizona 
“Food Sensitizations and Their Treatment.” 


Dr. FRANK N. ALLAN, Mayo Clinic, Rochester, Minn. 
“Tre Treatment of Diabetes.” 


Dr. STUART PRITCHARD and Dr. J. K. M. GORDON, 
Battle Creek Sanitorium, Battle Creek, Mich. 
“The Significance of Blood Spitting.” 


Dr. R. J. GROOM - - - - - -° = °° Santa Rita 


“Vincent’s Infection.” 


El Raton Theatre 
THURSDAY, 10:00 A. M. 


Dr. C. B. FRANCISCO - - - Kansas City, Mo. 
“The Management of Industrial Injuries.” 


Dr. J. W. HANNETT~ - - - Albuquerque 
“The Treatment of Injuries to the Cranial 
Contents.” 


Dr. JOHN B. HARTWELL - Colorado Springs, Colo. 
“Diagnosis and Treatment of Fractures of the 
Transverse Processes of Lumbar Vertebrae.” 


Dr. M. L. BisHorr, Atchison, Topeka and Santa Fe 
Hospital, Topeka, Kansas. 
“Treatment in Shock.” 


Dr. P. G. CORNISH, JR: - - - - 
“Intrapleural Pneumolysis.” 


Albuquerque 


Dr. JAMES F. Percy - - - _ Los Angeles, Calif. 
“The Cautery Treatment of Carcinoma Above the 
“Clavicle.” 
(Illustrated by Stereopticon and Motion 
Pictures). 


Dr. A. E. HERTZLER - - - - Halstead, Kans. 


“Diagnosis of Osteomyelitis.” 


MOTION PICTURE: 
“Surgical Treatment of Peptic Ulcers.” 


Dr. F. E. DIEMER - - - - -.- Denver, Colo. 
“Postoperative Atelectosis and Pneumonia.” 


El Raton Theatre 


FRIDAY, 10:00 A. M. 


Dr. F. M. HELLER, Pueblo Medical Group, Pueblo, 
Colo. 
“Physiological and Clinical Aspects of Kidney 
Disease.” 


Dr. W. F. MARTIN, Battle Creek Sanitorium, Battle 
Creek, Minch. 

“Urological Problems of Interest to the General 
Practitioner.” 


Dr. D. G. TOLLEFSON and Dr. E. C. Moore, 
Los Angeles, Calif. 
“Hysterectomy, A Technic.” (An Analysis of 604 
Cases). 


Drs. W. L. and C. P. BRowN’ -_ El Paso, Texas 
“Potpourri?” Practical points in: 

a. Exophthalmic Goitre. 

b. Treatment of Serious Post-Operative Ab- 

dominal Conditions. 
c. Osteo-Arthritis. 
d. Compression Fractures of the Vertebrae. 
(With lantern slides) 


Dr. J. W. CATHCART and Dr. C. H. Mason, El Paso 
“X-ray Diagnosis of Bone Tumors.” 
(With lantern slides) 


Dr. W. T. H. BAKER, Pueblo Clinic, Pueblo, Colo. 
“Tumors of the Female Breast.” 


MOTION PICTURE: 
“The Relation of Absorbable Sutures to Wound 
Healing.” 


Social Entertainments 


Wednesday Afternoon— 
A Tea for Visiting Ladies. 


Wednesday Night— 
Line Party for Visiting Ladies at El Raton 
Theatre. 
Informe! Smoker for Men at Ballroom of the 
Hotel Swastika. 


Thursday Morning— 
Automobile Trip Thru Cimarron Canyon and 
Luncheon at Eagle Nest Lake for Ladies. 


Thursday Night— 
Banquet for Visiting Doctors and Ladies at 
Hotel Swastika. 


Friday Morning— 
Bridge for Visiting Ladies at Hotel Swastika. 
Golf Courses will be open to all Visiting Doc- 
tors. 
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BREATHLESSNESS 
(Continued from page 235) 


inations; urine otherwise negative until after medi- 
cation (see below). Blood: leukocytes normal, hem- 
oglobin 75 to 85 per cent, reds 3,790,000 to 4,760,000, 
slight poikilocytosis, smear otherwise normal. Two 
Hintons and two Wassermanns weakly positive. Non- 
protein nitrogen 29. Icteric index 5. Two Rosenthal 
liver function tests: 15 to 20 per cent retention. 
Van den Be-gh test biphasic, 1.28 milligrams per 10 
c.c. Abdominal tap February 20; 4% liters of clear 
yellow fluid, spécific gravity 1.005, 150 red cells, 60 
leukocytes, mostly monocytes. Stools not remark- 
able. ~ 

Temperature 96° to 99°, with one rise to 100° 
Mach 2. Pulse 65 to 97. Respirations normal. 

X-ray examination with a barium meal and a 
barium enema showed no definite evidence of or- 
ganic disease. Palpation of the stomach was impos- 
sible because of abdominal distention. There was 
some spasm in the region of the sigmoid. 

A syphilis consultant thought the left lobe of the 
liver seemed enlarged. After the abdominal tap the 
liver edge was felt, smooth, not tender, 8 to 9 centi- 
mete’s below the costal margin; the left lobe was 
easily felt and was larger than the right. Salyrgan, 
mercury succinamide and ammonium chloride were 
given, but were stopped because of the appearance 
of albumin and casts in the urine. A lumbar punc- 
ture was negative. The dorsalis pedis arteries were 
obstructed; there was poor circulation in the feet. 
March 6 the patient was discharged. 

History of Interval: The patient did fairly well 
for the next month. He came to the Out-Patient 
Department for four treatments of mercury succina- 
mide, and had seve’al abdominal taps. March 31, 
after taking morphine prescribed by his physician 
he became somewhat irrational. During the next 
two days he sank deeper and deeper into coma. He 
vomited coffee grounds material seveyal times. 

Second Admission, April 2. 

Examniation showed a comatose, moribund man 
with deep and slowed respirations and cyanotic 
cheeks and lips. His eyes were turned to the left; 
apparently he could not move them to the right. 
Systolic blood pressure 80. Pulse somewhat rapid 
but regular. Coarse rales posteriorly. Abdomen 
moderately distended with fluid. Veins over the 
lower chest and abdomen dilated and plainly visible. 
No edema of the legs or genitalia. Leg reflexes 
very hyperactive, equal. Clonus well sustained on 
the left, poorly sustained on the right. Questionable 
Oppenheim and Babinski, both legs. Arm reflexes 
hyperactive but equal. 

Temperature 98°. Pulse 90 to 140. Respirations 
normal. 

The patient died quietly the evening of admission. 


The following discussions of this case were 
given by the Clinical Club of Phoenix, at 
their meeting of December 9, 1929: 


DR. J. M. GREER 


Male, age 44, pipe organ tuner. There is nothing 
significant in his vocation, unless it might be that 
crgan tuners have a difficult time to remain on the 
wagon. His habits of alcoholic debauchery were very 
significant to me not only because of the effect of 
the alcohol on the mind but its effect upon the 
morals and conduct of the individual. This history 
makes one immediately think of both alcoholism and 
syphilis. However, one must not jump at conclu- 
sions without thorough investigation as it is quite 
easy to be wrong. 

With this history and breathlessness as a major 
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symptom one would then think of the circulatory 
system, or both the lungs and heart, the renal sys- 
tem, and, if there were ascites, the hepatic system. 
The bilateral swelling of the feet, ascending, sug- 
gests disturbance in the circulatory system rather 
than the kidney. Just why the swelling would dis- 
appear when he stopped drinking, is not clear to me; 
it may have meant a retu'n toward normal circula- 
tory tone or it may have been incidental. The lat- 
er return of the swelling and with gradual ascent 
involving the penis points toward circulatory fail- 
ure, although it could be mechanical and this must 
be diffe-entiated if possible. The sharp pains over 
the splenic area are probably due to splenic conges- 
tion. The cold lasting four to six weeks is probably 
unimportant but indicated decreased resistance. 
The cough and sputum and pain in the back worse 
on exertion were probably due to circulatory conges- 
tion or a low grade bronchitis. The feeling of pres- 
sure in the abdomen was no doubt due to the swell- 
ing, edema and ascites. 


What the x-ray examination was we can only spec- 
ulate as they do not reveal that to us. 

The treatment of restricted fluids, powders and 
unlimited diet as well as the improvement with rest 
and Epsom salts suggests edema and ascites of 
some other than renal origin. The oliguria was 
probably largely mechanical. The gain of weight 
was probably more apparent than real and due to a 
collection of fluid in the tissues. The history of nose 
bleed is interesting and in consideration with the 
blood pressure points towatrd a disease of the vessels 
rather than a hypertension. This may have little to 
do with it however, as we often see most any kind 
of a patient have a nose bleed. 

There is no help in the family history. The mari- 
tal history is of little value unless perhaps to have 
inc-eased his habits of periodicity spoken of before. 
His past history is significant both as to the use of 
alcohol and luetic infection. When he was committed 
to the Psychopathic Hospital it may have been be- 
cause of alcoholism or even lues of central nervous 
system. 

In the physical examination the fact that he could 
lie flat with no discomfort or dyspnea would not 
suggest pulmonary or lung involvement, nor would 
it really suggest heart disease as a basis as in both 
of these conditions patients usually breathe better 
sitting up. Later on we are told that the lungs are 
clear. 

It does not seem to me that the glandular en- 
largement of the submaxillary and left axilla is 
significant. 

The high position of the apex impulse was no 
doubt due to pressure from below. The extent of 
the left and right border as well as supracardiae 
dullness suggests an enlarged heart but of moderate 
degree; it suggests one that has been displaced, by 
something outside the heart itself. The palpable tor- 
tuous brachials further suggest cardiovascular dis- 
tu-bance and considering the blood pressure the 
atheromatous vessels are more apt to have a syphi- 
litic background as an etiological factor. 

The urine being practically normal carries us away 
from a nephitis and strengthens our impressions of 
cardiovascular pathology. There is little of value to 
me in the blood picture. The weakly positive Hin- 
tons and Wassermann are about what one would ex- 
pect in a luetic that has had treatment, and to me 
does not in any way rule out syphilis as a primary 
background for the pathology. Nonprotein nitrogen 
of 29 is within normal limits. The icteric index of 
5 I believe is also within normal limits. The Rosen- 
thal liver function of 15 to 20 per cent retention is 
probably somewhat significant as I believe that 
there should be no retention at all in a normally 
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Typhoid Fever Is Preventable 








Immunization of millions of soldiers against typhoid during 
the World War proved that the use of typhoid vaccine is a safe, 
simple, and effective measure. Its use should be extended to 


protect those who may be exposed to infected water, milk, or food. 
| Typhoid Mixed Vaccine 
LILLY 


SPECIFY THROUGH YOUR DRUGGIST 





V 760 Three 1 cc. vials for complete immunization 
of one patient. 


FOR PAMPHLET CONTAINING INFORMATION OF IMMUNIZATION AGAINST TYPHOID FEVER WRITE 
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functioning liver. The Van den Berg test of bilirubin 
in the blood I am unable to rezd; if it is 1.28 to 10 
c.c it would seem quite high; maybe it is meant that 
amount to 100 c.c. as I thought the reading was 
usually made on a basis of 100 c.c. 1 wish some of 
you would enlighten me upon this subject. The 
ascitic fluid is that of a transudate. The tempera- 
ture curve does not help us except to rule out any 
acute inflammatory. process. The x-ray examina- 
tion with barium meal helps to rule out organic 
disease of the digestive tract. The 2bnormal find- 
ings in the liver point toward a syphilitic rather 
than an alcoholic liver. The enlargement of the left 
lobe suggests a possible gummatous formation and 
the general enlargement with enlargement of the 
spleen may mean a luetic hepatitis and be respons- 
ible fo: some of the ascites. 

The final coma, abnormal reflexes and demise 
suggest involvement of the central nervous system. 
Possiblly not of the actual brain tissue itself but at 
any rate of the blood vessels supplying the brain. 

Diagnosis: 1. Cardio vascular disease of syphilitic 
origin. 2. Luetic hepatitis with possible gumma in 
the left lobe. 3. Luctic endarte its especally of the 
cerebral vessels. 


DR. HOWELL RANDOLPH 


The gradually developing persistent edema calls 
attention first to possible cardiorenal disease. No 
albumin or casts are present in the uvine except 
after irritation with diuretic drugs. There is history 
of oliguria, but while patient was in the hospital 
the uvine varied from one to four quarts daily which 
is not abnormal. N. P. N. normal. There are signs 
of arteriosclerosis and of an aortic lesion in which 
even without a positive blood Wassermann in a pa- 
tient of these habits is probably a syphilitic aorti- 
tis. Dyspena has been a prominent symptom but 
there is no orthopnea and the patient is not dyspneic 
when lying quietly in bed. There are no signs of 
moisture above the diaphragm. 

Excessive alcoholism, and syphilis treated for a 
year and a half by arsenicals. enlarged live: and 
very marked ascites indicate thet pathology of the 
liver is responsible for the major portion of the 
symptoms. There is no jaundice and the live: func- 
tion tests do not indicate any n esaercini- ,tiontestsd 
tion tests do not indicate any increase in the bilirubin 
in the blood. A biphasic Van den Berg is equivocal. 
The icterus index is normal. The Rosenthal dye test 
shows some reduction in the ability of the liver to 
remove phenoltetrachlor-pthalein from the blood. 
This coincides with clinical evidence of liver chang- 
es. 

Syphilis of the liver may result in ascites as re- 
ported by McCrae and Caven in 42 out of 100 cases. 
Enlargement of the liver is usually present. Anti- 
syphilitic t:eatment is the best single method of dif- 
ferentiating from cirrhosis and neoplasm. li this 
case there seemed to be no beneficial results, al- 
though potassium iodide was not given. With evi- 
dence of cardiorenal disease other forms of anti- 
syphilitic treatment are move dangerous, 

Among the etiologic factors in Laennec cirrhosis 
are alcohol, syphilis and tuberculosis. Of those with 
positive Wassermann nearly half are greatly bene- 
fited by antisyphilitic treatment. We may have the 
third factor also in this patient. Symptoms of cough 
and slight expectoration with pains in the chest ten 
weeks before death might be undiscovered tuberculo 
sis although this is unlikely without more fever. 
Epistaxis is common in portal cirrhosis. 

Delitium and coma frequently develop in the ier- 
minal stages. 

Diagnosis: 
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Portal cirrhosis of liver with hypertrophic chang- 
es. 
Syphilitic aortitis and myocarditis. 
Arteriosclerosis with mode:ate changes: in kidneys. 
; Splenic enlargement associated with portal cirrho- 
sis. 

Cerebral hemorrhage, right middle meningeal 
artery. 

(Note:—All members of the club agzeed on diag- 
nosis of cirrhosis of the liver, with varying opinions 
as to whether it is syphilitic or alcoholic.) 


DR. W. C. MELOY 

The case we are to discuss presents many prob- 
lems. Ou: patient had been a rather degenerate 
character from the beginning,—syphilis at twenty- 
four and gonorrhea ten years later; a periodic drink- 
er th-oughout his life. 

Six months before admission to hospital, after 
three days of heavy d ‘inking he developed edema 
of the feet and ankles. This subsided when he stopped 
drinking, we are not told exactly how soon. It start- 
ed again and progressed until the genitals were in 
volved. From the beginning there has been pain in 
the upper left quadrant. About a month later he de 
veloped a slight productive cough; became short of 
breath, edema remained about the same. We are 
wondering at this time if acute alcoholic poisoning 
could not have accounted for this. The man must 
have had interstitial nephritis; he had arte -iosclero- 
sis; and this, with the acute toxemia from his alco- 
holic debauch, could have caused the edema. A man 
of this type should have been a hypertensive case, 
but all blood pressure readings have been extremely 
low; the heart sounds weak, a systolic murmur at the 
apex. These things considered, we conclude that he 
had a failing myocardium. 

About two months later he began to have a sen 
sation of pressure in the upper abdomen. This sen- 
sation increased and fluid began to develop in the 
abdomen. Upon examination, the abdomen was dis- 
tended and nothing felt until after a paracentesis, 
when the left lobe of the liver was found to be larg- 
er than the right, although the right was enlarged. 
Normally the left side is only one-sixth the size of 
the right. The blood pciture at this time showed a 
high latent icterus; moderate secondary anemia, no 
leukocytosis. U-ine had occasional white cells but 
no albumin until after the mercury had been given. 

We are confronted now with what could cause en- 
largement of the liver. One of the first things we 
think of is cirrhosis. In a man his age and with a 
history of alcoholism ove: a long period of time, we 
would expect that he should have gone through the 
stage of hepatic enlargement and be now in the 
stage of “hobnail” liver,—small liver. There has 
been no high fever and no jaundice. Another thing 
we think of is new growth in the liver. The x-ray 
picture tells us there was some spasm of the sigmoid 
colon. Neoplasm in this area would likely metasta- 
size to the liver and could produce a picture ve-y 
closely stimulating this. But in carcinoma of the liver 
we expect marked jaundice, high fever, less pain 
This patient’s pain has not been referred to very 
much in his history, but the fact that he was given 
morphine during treatment as an out-patient, would 
indicate the pain must have been severe. We might 
think of acute hepatitis, though the onset here is 


a little too insidious for that. There is no vomiting 


of bile, no septic temperature. The marked en- 
largement of the left lobe of the liver and its smooth 
cutline, would lead us to think of liver abscess. It 3: 
reasonable to suppose that this man, with his occupa 
tion and habits, stayed in Boston and had never been 
in the tropics, also there is no septic tempe:ature 
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for themselves when opportunity pre- 
sents. But a busy practice affords 
little of the time required in search- 
ing the files of the medical library, 
and it is put off indefinitely. 


A preliminary survey of the articles 
on diathermy, published during the 
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and no leukocytosis, which we would expect in liver 
abscess. 

Syphilis of the liver is what we think this patient 
had. He had a history of luetic infection of at least 
eighteen years standing. While syphilis of the liver 
is thought to be a rather unusual disease by some, 
particularly McC ae, it is thought by others that all 
cures of portal cirrhosis effected by the iodides are 
really cases of syphilis of the liver. In McCrae’s 
series it is shown that a velvy high percentage of 
luetics developing liver lesions have been alcoholics; 
over one-third had been alcoholics to extreme de- 
grees. 

As-in this case, the onset of disease is usually in- 
sidious, first the sensation of pressure in the up- 
per abdomen and then enlargement of the liver. 
Jaundice is usually absent, although latent icterus is 
usually noted in the blood findings. Leukocytosis 
is not found. Pain is one of the most marked symp- 
toms and enlargement of the spleen may be noticed. 
In this case most of the pain is over the splenic area, 
the upper left quadrant. Ascites is the most com- 
mon symptom of all. It is stated that the differen- 
tial diagnosis beween cir’‘hosis and syphilis of the 
liver is difficult and almost impossible, except for 
the therapeutic test. 

He was put on a luetic regime and apparently 
improved because he was discharged from hospital. 
We do not believe this would be true if he had 
cir‘hosis or carcinoma of the liver. McCrae states 
that in the liver syphilis exhibits more of its un- 
usual forms than anv other place. The liver may 
present various degrees and combinations of diffuse 
fibrosis, gummatous irfiltration, gummata, and 
amyloid degene-ation,—-it may even resemble acute 
yellow atrophy. It is stated that when gummata 
are absent, the enlargement may be fairly uniform 
and that a combination of gumma, scar tissue and 
amyloid change may produce huge tumor-like mass- 
es, which are mo-e apt to involve the left lobe than 
the right. 


DR. C. C. BENEDICT 

As stated. this case presents very many char- 
acteristics of syphilis of the liver. It is quite evident 
that there was a marked history of chronic alcohol- 
ism ovels a great many years. We think it quite 
probable that the ground work was laid by this al- 
coholism over a period of years which has produced 
considerable damage to the kidneys. This, with the 
syphilitic infection which he acquired at the age of 
twenty-four and with the last alcoholic debauch, 
caused lighting up of the liver t’ouble, or possibly 
the development of it. He might have gone through 
acute enlargement of the liver at a previous time 
and subsequently developed a cirrhosis. It is con- 
fined almost exclusively to the left lobe. As brought 
out by barium meal, the examination of the abdomen 
at that time did not disclose anything because of 
the large amount of fluid present, but upon with- 
drawal of the fluid, it was noted that the left lobe 
was markedly enlarged. We believe, therefore, that 
this man had as a basis, an alcoholic involvement of 
the liver. probably cirrhosis, which became acute 
enlargement later on. We believe there must have 
been some inte-ference with the return venous cir- 
culation to produce «nlargement of the abdominal 
veins and over the lower chest. This must have in- 
volved the inferior vena cava else the dilation of the 
veins would not have been so general over the ab- 
domen. 

There is another thing mentioned in the history; 
a lumba puncture was negative. I think that may 
be interpreted two ways; that attempt to do lumbar 
puncture was unsuccessful and they did not enter 
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the spinal canal, or that the spinal fluid was nega- 
tive. If the spinal fluid was negative, they wer 
probably looking for meningeal involvement or for 
Wasse-"mann. 

There is a peculiar symptom in regard to the 
eyes; both eyes were turned to the left. It is quit 
evident there was a ce’ebral lesion; may call it 
cerebral accident, either hemorrhage or gumma 
In order to illustrate what may have occurzed | 
want to give you an idea of what had occurred in 
the nerve supply of the eye. The third, fourth an 
sixth cranial nerves principally supply the muscles 
of the eyeball. If you will note the external rectu 
is supplied exclusively by the sixth and that the 
nuclei of this pair of ne-ves are very close together 
The three nerves supplying the internal recti aris 
from the nucleus near the posterior part of the thi-d 
ventricle. A fasciculus of the sixth nerve is giv 
en off and travels along with the third to the in 
ternal rectus. You can see that the lesion in thi 
region on the right side would produce pressure 01 
the nucleus of the sixth nerve and would cut off th: 
right internal and left internal, thus causing the bal 
of the eye to turn to the left. That is just what 
this patient showed. Consequently we believe tha 
there is a cerebral accident, whether hemorrhage o 
gumma, that producsd a paralysis of the right in 
ternal rectus which, in tun, produced this turning 
of the eyes to the left. Because this was of rathe1 
rapid development, we believe it must have bee: 
hemorrhage. Gumma should have been of somewhat 
slower development: although possibly a gumma 
might have developed slowly up to a certain point 
until there was pressu’e enough to produce paraly 
sis. It may have been hemorrhage within the gum 
ma, or edema of the gumma, which could produc: 
the same condition. 

He had arteriosclerosis, the brachials were to- 
tuous, although the blood pressure is low every time 
it is taken. However. it could be sufficient to pro 


duce a hemorrhage in the brain which, in time, 


would produce this paralysis. 

It is quite evident some accident occurred in the 
brain; we do not believe morphine produced the 
coma, but coincident with morphine he developed 
coma which gvadually deepend: and it is our belief 
that hemorrhage occurred in the brain to produce 
this coma. 

There is another thing in connection with the de 
velopment of the paralysis; there was leg paralysis, 
leg symptoms, which showed 2n involvement of the 
py’amidal tract, in al! probabilitv a result of syphi- 
lis, and would tend to bear out the statement in re 
gard to the findings in the brain. Another point. in 
his last illness, on last admission, it was noted that 
there were some moist rales at both bases. 

We believe, first, that this man had tertiary 
syphilis, general; an arteriosclerosis; probably czr 
diac decompensation, syphilis of the liver along with 
the general syphilis; cerebral accident, as hemor 
rhage or gumma; with a terminal bronchopneu 
monia. 


The fol’owing discussions of the case were 
given at the Clinico-Pathological Conference 


at the Massachusetts General Hospital (N.E 
J. of M., June 20, 1929, p. 1301). 


RICHARD C. CABOT, 'M. D. 
I take it the Rosenthal liver function test was 
for half an hour, the ordinzry period. 
“Biphasic” of course means neither one thing a0! 
the other if you are looking for a direct or indirect 
(obstructive or hemolytic) lesion, 1.28 milligrams 
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of bilirubin per 100 c.c. would ordinarily be taken 
as normal. The Rosenthal test points one way and 
the van den Bergh the other. 

I assume that salyrgan was not given primarily 
for possible syphilis, but as a diuretic. It is a rath- 
er popular mercurial diuretic at the present time. 

DIFFERENTIAL DIAGNOSIS 

I think we should try to anticipate what diagnosis 
was made ® this hospital at the time of the first 
discharge. I will start from the most obvious physi- 
cal sign, which is ascites. Ascites has five im- 
portant causes, approximately in the following or- 
der: (1) heart disease, (2) kidney disease, (3) cir- 
rhosis of the liver or other less common portal ob- 
struction, (4) malignant disease obstructing the 
venous circulation in the abdomen, (5) tuberculous 
peritonitis, Taking those, we have some signs point- 
ing toward the heart, but not enough I should say 
to make us say that this is cardiac disease with ed- 
ema of the legs and ascites of cardiac origin. We 
have nothing in particular it seems to me to indicate 
any disease of the kidneys. We have nothing in par- 
ticula: that points to malignant disease; that is, we 
have no palpable tumors even when the abdomen 
has been emptied by tapping. We have no veins 
large enough to be important. We have no jaundice. 
We have no evidence of any trouble in the gastro- 
intestinal tract. That is sufficient, I think. As to 
tuberculosis, we have no fever. We have not the 
slight rigidity of the abdomen which is usually 
present. There is no history or other sign of tuber- 
culosis. 

So in a heavy drinker with ascites and a big liver 
we should naturally say this is cirrhosis; but we 
have to conside: of course the possibility that it is 
syphilitic cirrhosis, since there is a good deal in the 
history to suggest that he had syphilis previously. 
Enlargement of the left lobe I do not think is of 
much importance in differentiating plain cirrhosis 
and syphilitic cirrhosis. Syphilitic disease of the 
liver does not ordinarily produce ascites, however, 
If syphilis produces ascites, we generally cal] it 
syphilitic cirrhosis. No marked improvement fol- 
lowed mercurials. With syphilitic liver if it is not 
cirrhosis one ordinarily gets marked improvement 
with the administration of mercurials. The chances 
seem to me therefore that it is a non-syphilitic cir- 
rhosis; but nobody can possibly prove this that | 
can see. 

Nothing else in the body seems to me significant. 
In the interval between admissions the abdomen 
continued to fill up and the cirrhosis was going on. 

The natural supposition seems to me to be that 
he died with the hepatic toxemia with which most 
cases of cirrhosis end. His irrationality, his grad- 
ually increasing coma are characteristic. On the 
other hand we do not ordinarly get Babinski in this 
particular coma, but there is no uniformity about 
results. If we do not believe, as I do, that this is 
simply the natural end of a case of cir-hosis, we 
shall probably have to assume some brain lesion, 
cerebral hemorrhage or some other vascular lesion 
in the brain. Of that we have very little evidence, 
no evidence of increased intracranial pressure and 
no focal symptoms. I see nothing that cannot be ac- 
counted for by poor liver function, which gives a 
pictuze not distinguishable from uremia. There is 
no clinical distinction between uremia and hepatic 
toxemia. 

I have nothing more to say as to differential diag- 
nosis. This should be ordinary alcoholic cirrhosis, 
or syphilitic cirrhosis, which I believe is less prob- 
able for the reasons given. I do not see why there 
should be any important lesion in any other organ. 
Of course we suspect enlargement of the spleen and 
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evidences of collateral circulation in the abdominal 
— and about the root of the esophagus very pos- 
sibly. 

A Student: Would you consider the coffee ground 
vomitus the result of ruptured esophageal varices? 

Dr. Cabot: I do not know what to say. In fact 
in the vast majority of cases in which we can prove 
real rupture it gives rise not to coffee ground vor 
iting but to profuse hemorrhage. 

A Student: Do you attribute any significance to 
the eye paralyses? 

Dr. Cabot: No; I do not see what significance to 
attribute to them. I think you will find as you coms 
to the examination of comatose cases in hospitals 
that you will get very little out of examination of 
the eyes. You will find them doing all sorts of queer 
things. You will generally find nothing to account 
for these things. Pupillery changes, ocular paraly- 
sis, nystagmus, conjugate deviations I think very 
seldom help us. 

A Student: Does a systolic murmur at the base 
mean a heart lesion? 

Dr. Cabot: Not in my opinion; that is you can 
get it with nothing but moderate secondary anemia 
or moderate aortic arteriosclerosis, which I sus- 
pect from his histo-y, without any lesion in the 
heart valves. . 

A Student: Was he given potassium iodide after 
his first discharge? 

Dr. Cabot: I do not know. I suspect that he got 
quite a good deal of treatment for syphilitic liver. 
If we have real gumma there, gumma does respond 
to treatment, but not if the liver gets to the state 
of fibrous tissue. Then it does not respond to any- 
thing. I think it is good therapeutics to realize that 
if diagnostic study makes us believe that the kid- 
ney, liver, brain or any othe> organ of the body is 
the seat of fibrous tissue change, we are not going 
to affect that by any treatment whatsoever. I have 
often seen a diagnosis which supported that and 
treatment going on just the same as if they never 
suspected fibrous tissue. 

CLINICAL DIAGNOSIS (from Hospital Record) 

Cirrhosis of the liver. 

Syphilis. 

Cerebral hemorrhage. 

DR. RICHARD C. CABOT’S DIAGNOSIS 
Circhosis of the liver, probably alcoholic. 
Ascites. 

DR. TRACY B. MALLORY 
ANATOMIC DIAGNOSES 

i. Primary disease. 

Atrophic cirrhosis of the liver. 

2. Secondary or terminal lesions. 

Esophageal varices with hemorrhage, 

Ascites. 

Emphysema. 

This man showed a cirrhosis of the liver of atro- 
phic, presumably alcoholic type. The weight of 
the liver was 375 grams. The shrinking was uni- 
form on both sides. If anything was felt during the 
physical examination in the left upper quadrant | 
am sure it was not the left lobe of the liver but the 
spleen, which weighed 230 grams, about twice the 
normal size. 

He had during the last few minutes of life an ex- 
tremely severe gastric hemorrhage, the entire stom- 
ach and most of the intestinal tract being filled with 
bright ved blood. That was the immediate cause of 
death. ; 

The other organs were essentially negative. The 
heart was not hypertrophied. There was a slight 
degree of arteriosclerosis in the coronary arteries, 
but nothing approaching occlusion, 

A Student: Was there anything in the brain? 
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Dr. Mallory: That was not examined. 

A Student: Would you call this alcoholic cirrhosis 
or portal cirrhosis ? 

Dr. Mallory: I call it alcoholic cirrhosis. I do not 
believe there is any significance in the term portal 
cirrhosis. Under it are included such different en- 
tities as alcoholic and toxic cirrhosis and hemo- 
chromatosis. 

A Student: Is this different from luetic cirrhosis? 

Dr. Mallory: Entirely. I have no hesitation in say- 
ing it was not syphilitic cirrhosis. Syphilis of the 
liver is grossly very characteristic. It results from 
healed gummata which give deep cleft-like scars 
which extend into the liver substance three to four 
centimeters and tend to divide the liver into fifteen 
or twenty different lobes instead of the normal five. 
We do get diffuse cirrhosis of the liver from syphi- 
lis occasionally, but so far as I know in congenital 
cases only. It is very rare. 

A Student: Was the liver surface very smooth? 

Dr. Mallory: No; it was finely nodular or coa-se- 
ly granular, somewhere in between the two. The 
nodules were less uniform and a little larger than 
in the average case of alcoholic cirrhosis, 

A Student: Would you say stomach bleeding was 
the cause of death? 

Dr. Mallory: Yes. 

Dr. Cabot It is worth emphasizing that a hob- 
nail liver is practically never felt du-ing life; you 
see the hobnails post mortem. We do not get those 
nodules through the abdominal walls. If we get them 
they are generally cancer, 
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AN INTRODUCTION TO THE STUDY OF 
PHYSIC: (Now for the first time published). By 
William Heberden (1710-1801); a Prefatory Essay 
by LeRoy Crummer with a Reprint of Heberden’s 
Some Account of a Disorder of the Breast; Por- 


trait in Photogravure; Six Illustraitons. Paul B. 
Hoeber, Inc. New York; $2.00. 
This is a most entertaining little book. It will 


be found to be actually fascinating to the student 
of medical history. 

In Chapter 3, Page 85 Heberden says the: “Chem- 
istry is of late so much enlarged, extending not only 
to natural philosophy, but even to a great number 
of mechanical arts, that it is necessary here, as 
well as in botany, when we are teaching the young 
physician how to get enough to warn him not to 
get too much, and this is the more necessary to be 
inculeated, as it is so very engaging a study.” 

Heberden’s purpose in writing the manuscript 
seemed to be to give the prospective student of 
medicine the understanding of what might be before 
him. 

The title of his chapters are as follows: Intro- 
ductory Books; Botany; Chemistry; The Materia 
Medica; Pharmacy and Prescribing; Anatomy; In- 
stitutions; The History of Diseases and Their Cure; 
Surgery; Observation Writers and Miscellaneous 
Books; The Time for Beginning These Studies and 
oi Commonplace Books; Of the Ancient Greek and 
Latin Medical Writers; Some Account of a Disorder 
of the Breast. 

Sometimes there is only a page devoted to a 
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chapter and sometimes there are three or four; but 
they are always short. The last chapter of the 
book is entitled: “Some Account of a Disorder of the 
Breast.” He probably is describing angina pectoris. 
He evidently confused angina pectoris and pulmo- 
nary abscess and pulmonary embolism, as _ he 
speaks of some patients as spitting up blood and 
purulent matter. 

William Heberden was born in 1710; died in 
1801. He was a Cambridge graduate and was a 
Greek and Hebrew scholar. 


His Commentaries, published in 1802, were writ- 
ten in Latin—the result of a lifetime of conscien- 
tious note-taking. In these are his original pictures 
of varicella, angina pectoris and nodules in the 
fingers which occur in arthritis deformans, and 
night-blindness. There are many subtle notations 
of clinical value in his Commentaries. 


This little book by Crummer should prove to be 
highly interesting to a large number of physicians. 
io. m1. 8. 





CURRENT LITERATURE 


SHALL CANCER OF THE UTERUS BE TREAT- 
ED BY SURGERY OR RADIATION? George E. 
Pfahler, M.D., Philadelphia, Penna., The Penn. Med. 
Jour., Vol. XXXIII, No. 5, Feb., 1930, p. 291. 


The patient has the privilege of choosing between 
surgery and radiation only in the early stages, and 
the chance of recovery will depend on the skill of 
the operator and facilities available. A patient will 
have a better chance with a well equipped and cap- 
able surgeon than with an unskillful or poorly 
equipped radiologist. The reverse is true, also. Sur- 
gery can be used in only three-tenths of the cases, 
and radiation or nothing must be used in the other 
seven-tenths. Surgical technic has been complete- 
ly developed and available for twenty-five years; 
it has developed on the basis of the early cases, 
gradually undertaking the more advanced cases un- 
til the limitations have been reached. Radiation 
began with the inoperable and far advanced cases 
and having proved its worth in those cases, has 
gradually come to the treatment of the early cases. 
Radiotherapy is still developing and the more re- 
cent the statistics, the more favorable the results. 
In the operable cases, surgery and irradiation show 
nearly equal results; according to Lane-Claypon, of 
operable cases operated, 34.1 per cent showed a five 
year recovery, while operable cases irradiated, 35.8 
per cent showed a five year recovery. Patients, 
therefore, have a perfect right to choose either 
method of treatment. 
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TUMORS OF BONE. CLINICAL COURSE. DIF- 
FERENTIAL DIAGNOSIS. Dean Lewis, M.D., Bal 
timore, Md. New Eng. Jour. of Med., Vol. CCII, No 
1, Jan. 2, 1930, p. 11. 

In fibroma osteitis and central giant cell sarcoma 
of bone, the diagnosis can usually be made by the 
x-ray; the lesion is most frequently found on the 
shatt side of the epiphyseal cartilage—the meta 
physis, the bone is expanded symmetrically and the 
swelling is fusiform, extending down on the shaft 
The shadow is lobulated, as the fibrous tissue is di 
vided off by trebeculae of bone. The lesions are be 
nign and diagnosis by x-ray is very important, a: 
definite, conservative, surgical procedures can ther 
be employed. 

In periosteal sarcoma, when arising from the fi 
brous layer of periosteum, there is erosion of bone 
when the tumor arises from the cambium, there i 
osteogenesis with accompanying destruction of the 
cortical bone. The x-ray shows bone destruction as 
sociated with bone formation. 


In Ewing’s tumor, there is relatively little medul 
lary change in the early stages; there may be som: 
expansion of the shaft with periosteal reaction, In 
its later course a considerable portion of the shaft 
may be affected, the tumor growing apparently 
without much vesistance parallel to the long axis of 
the bone; at times it seems to infiltrate rather than 
destroy the bone. 


Although the x-ray has contributed much to the 
differential diagnosis of bone lesions, there is as 
much need as ever of a good clinical history, and 
correlation of the clinical and x-ray findings. 
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2. General Surgery and Specialties: Three months’ course comprising: (a) review in anatomy and 
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THE VALUE OF THE X-RAY EXAMINATION 
IN PULMONARY TUBERCULOSIS. Leo G. Rig- 
ler, M.D., Minneapolis, Minn. Minnesota Med., Vol. 
XIII- No. 1, p. 25. 


The technic of the x-ray examination of the lungs 
is of the first importance, as it is dangerously easy 
to obtain findings simulating early tuberculosis or 
to oblite -ate signs as the result of poor technic. The 
roentgenogram presents a fairly accurate picture of 
the pathology in the lungs. The absence of abnormal 
changes is the best and most conclusive evidence 
against pulmonary tuberculosis that we now have. 
In most cases the x-ray signs are present before the 
physical signs become apparent, and the presence of 
typical roentgen findings is positive evidence second 
on'y in certainty to finding tubercle baclili in the 
sputur. It must not be forgotten, however, that ab- 
rormal changes may occur from many lesions other 
than tuberculosis, such as atypical bzonchopneumo- 
nia, pulmonary congestion, acute broncthitis, chronic 
bronchitis and bronchiectasis, chronic or unresolved 
pneumonia and chronic lung fibrosis. In many cases 
the roentgen appearances will suggest activity or 
inactivity, though this cannot be said to be the rule. 
Also the appearances may indicate whether the le- 
sion is exudative or proliferative. Cavities and mili- 
ary tuberculosis are much more definitely shown by 
x-ray than by physical signs. 


THE USE OF RADIUM IN THE TREATMENT 
OF UTERINE HEMORRHAGE. Garry H. Holders, 
M.D., Jacksonville. Fla. The Journ. of the Fla. Med. 
Assn., Inc., vol. XVI, No. 8, Feb., 1930, p. 335, 

Ute ‘ine hemorrhage is not a disease but a symp- 
tom of many disorders, of which the following are 
Ciscusse| as being amenable to radiation: Cancers 
of the uterus; myomatous tumors of the uterus; 
functional or idiopathic uterine hemorrhage, The 
bleeding from cancer of the uterus is controlled by 
the natural regression which takes place following 
radium treatment. In fib oid tumor the degree of 
success in stopping hemorrhage with radium will 
depend upon the care of selection of cases; only 
about 40 per cent of the cases should be treated with 
radium. Cases of menorrhagia and metrorrhagia. 
without tumor formation can usually be controlled 
by radium radiation; whether or not the tzeatment 
is best for the individual case can only be deter- 
mined after careful analysis of the case. As a 
general rule radium should be used only in women 
at or near the menopause and where there is no 
pelvic infla~matory lesion present. 

DE™P X-RAY THERAPY (Conclusions Derived 
from the Treztment of Five Hundred Cases.) A. C. 
Th ash, M.D. and W. Pope Baker, M.D., Atlanta, Ga. 
The Journ. of the Med. Assn. of Ga., Vol. XIX, No. 
2. Feb., 1930, p. 58. 

X-ray therapy is by no means confined to malig- 
nancies but many other stubborn pathological con- 
ditions are amenable. Therapeutic work has been 
dene at 200 k.v., 15 to 30 ma., dist of 30 to 50 cm. 
copper and aluminum filtration, 200 to 600 mam, 
D> sage is classed as lethal, paralethal and reaction- 
ary. Ccndemnation of x-ray therapy is believed to 
be caused by over-treatment. Aim of the authors is 
not so much to remove the tumo: growth in can- 
cer. as to cause its replacement by fibrous tissue 
sufficient to stop its growth; arrest can often be 
broucht about without even perceptibly diminishing 
the sive of the tumor. Most breast cancers are pri- 
mnirily surgical, but in most cases x-ray treatment 
should be associated. Good results have followed 
treatment of cancers of the abdominal viscera and 
sucecss in this field is attributed to the fact that 
they are not over-treated. Among other conditions 
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to an indisputable principle —that only a dia- 
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record the correct systolic pressure, an indi- 
cator’s accuracy must not be affected by the 
speed at which the armlet pressure is released, 
only a diaphragm instrument can guarantee this. 
To honestly give the true diastolic pressure, a 
sphygmomanometer must respond precisely to 
the actual movements of the arterial wall, again, 
only a diaphragm instrument can do this. 


Portable, the entire apparatus in its handsome 
leather case is carried in coat pocket. Durable, 
its reliability in constant use has been proved 
by many thousands of instruments during the 
past twenty-two years. Accurate, its precision 
is assured by relation of the hand to the oval 
zero. 

Further information relative to the Tycos 
Pocket Type Sphygmomanometer will be fur- 
nished upon request. 

Write for new 1930 edition of Tycos Bulletin 76 
“Blood Pressure-Selected Abstracts.” A great 
aid to the doctor who wishes to keep abreast 
of blood pressure diagnosis and technique. 
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successfully treated are mentioned sycosis (100 per 
cent), chronic scaly eruptions of all kinds, epidermo- 
phytosis, chronic neuritis, simple bronchial asth- 
ma and hay fever. 

INDICATIONS FOR THE USE OF RADIATION 
IN DISEASES OF THE FEMALE PELVIS. 
W. S. Lawrence, M.D., Memphis, Tenn., Journ, of. 
the Tenn. State Med. Assn., Vol. XXIII, No. 1, Jan- 
uary, 1930, p. 17. 

Two groups of conditions ave discussed; first, 
those in which radiation is positively known to be 
of great value, such a3 carcinoma of the cervix, ex- 
cessive hemorrhage near the menopause, fibroid tu- 
mors in women past the age of thirty-eight, men- 
orrhagia and metorrhagia in young women, and hy- 
pertrophy at the cervix with diseased cervical 
glands; second, infantile uterus, amenorshea and 
sterility. With regard to carcinoma of the cervix, 
all cases should have both x-ray and radium. Un- 
complicated fibroids in women past the age of thir- 
ty-eight should be treated by radiation and not by 
surgery. In the cases of menor-hagia and metror- 
rhagia in young women, good judgment is required 
but many can be successfully treated by radiation 
without permanent amenorrhea. In regard to the 
second group, the work of Werner is cited where 
young amenorrheic women in considerable numbe?s 
have been treated with resultant stimulation of 
ovarian function, and in many instances pregnancy 
resulted ending in full term labors. The author is 
conservative in his comment but thinks the work is 
well worth investigation and trial. 





THE GRAHAM TEST. By Edward L. Young, Jr., 
M.D., Boston, Mass. New Eng. Journ. of Med., Vol. 
202, No. 5, p. 219. 

Two years ago this author reported end results in 
a series of cases of cholecystitis, which showed 63 
per cent cured by opcration. The present study was 
made to ascertain whethe- the use of the Graham 
test has helped the accuracy of diagnosis. The study 
includes 144 cases, 84 of whom were operated upon. 
Of the positive diagnoses based on the dye test, 88 
per cent were correct for bile tract disease. Where 
the test was negative, 68 per cent were correct. The 
figures seem to show a considerable chance for er- 
ror in the Graham test, which we must always re- 
member is a test for function; therefore, the clini- 
cal evidence should always take precedence. The use 
of the test increases the accuracy of the diagnosis. 

IRRADIATION AS A MEANS OF TREATING 
CANCER. Henry K. Pancoast, M.D., Philadelphia, 
Penna., The New Eng. Journ. of Med., Vol. 202, No. 
3, January 16, 1930, p. 103. 

The legitimate measures used in the treatment of 
cancer at the present include surgery, irradiation 
by radium and x-ray, electrothermic methods, 
cauterization, caustics, and the internal administra- 
tion of some heavy metals in colloidal state. In 
some instances all the various methods are carried 
out by the same individual; in others they are ad- 
ministered by various members of 2 group or clinic. 
This paper stresses the application of irradiation in 
certain localities where there may be some differ- 
ence of opinion and where special care in technic 
is required. In superficial malignancies certain fac- 
tors govern the application of irradiation, such as 
cosmetic effect, minimum loss of tissue, depth of le- 
sion, danger to other structures, «tc. Radium is the 
egent of choice in basal cell carcinomas about the 
face. On the ear radium is used with ca’e and com- 
bined with electrodessication when involvement ex- 
tends to cartliage. The same applies to the nose. 
Lesions on the lower lip are treated all alike, as if 
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they were the most malignant form, combining elec- 
trocoagulation whenever there is induration below 
the mucous surface; the lymph drainage areas are 
thoroughly radiated with x-ray. Lesions in the 
mouth offer a g-eat field for radiation, early lesions 
yielding readily, while late lesions and those in cer- 
tain unfavorable localities giving poor results. The 
larynx, esophagus, lung, stomach, large bowel, blad- 
der, prostzte, all are unfavorable localities for 
radiation treatment and little to be expected from 
any method now used. In cancer of the breast, in- 
formation, opinions and technic are all very confus- 
ing, some excellent authorities giving good reports 
from combined treatment, others just as good claim- 
ing radiation adds nothing to surgical results. There 
is need for a thorough study of the question of 
brexst cancer. 

FACTORS THAT INFLUENCE PROGNOSIS 
AND FND RESULTS IN UTERINE CANCER. 
William P. Healy, M.D., F.A.C.S., New York. N. Y. 
State Journ. of Med., Vol. XXX., No. 4, Feb. 15, 
1939, p. 191. 

The important factors that influence prognosis 
ani end results in uterine cancer are (1) early 
diagnosis (2) histologic chazacteristics of the tumor, 
(3) choice of treatment, (4) general constitutional 
condition of the patient. The prognosis and end re- 
sults in uterine cancer vary according to whether 
operation or radiation therapy is the method em- 
ployed. In group IV cases, operation gives uniform- 
ly bad results, while efficient radiation therapy gives 
surprisingly good -esults, 60 per cent of the favor- 
able cases of cervical cancer and 50 per cent of the 
uterine body cases remaining well five years or 
more. The Wertheim hysterectomy has a fifteen per 
cent primary mortality in expert hands, which must 
be considered in choosing method of treatment. In 
the author’s series of cases no ce*vical cancer in a 
patient under 30 years old survived five years. 


TRUTH ABOUT MEDICINES 
FOODS 

The following products have been accepted as 
conforming to the rules of the Committee on Foods 
of the Council on Pha ‘macy and Chemistry of the 
American Medical Association: 

Peter Pan Bread (P. F. Peterson Baking Co., 
Omaha.) A thoroughly baked, white bread having a 
soft velvety texture and sweet flavor. 

Clapp’s Original Approved Baby Soup and Strain- 
ed Vegetables. (Harold H. Clapp, Inc., Rochester, N. 
Y.) Baby Soup: A combination of beef juice and 
vegetables. Wheatheart Soup: A combination of 
wheat germ, vegetables and cereals. Strained Veg- 
etables: Spinach, wax beans, car’ots, asparagus, 
peas, beets, prune pulp, apricot pulp and tomatoes. 
In these products all possible food values are re- 
tained and the least amount of water is used in 





cooking. 
Checkr-Redi-Cooked Oats or Checkr Rolled Oats 
(Ralstor Purina Co., St. Louis). Checkr-Redi 


Cooked Oats have been precooked to bring out their 
m l'ow flavor and to make them quickly prepared 
an! eosily digested. 

Minute Gelatin (Minute Tapioca Co., Inc., Orange, 
Mass.) Pure granulated gelatin offeved in con- 
venient size cartons for houschold use. (Jour. A.M. 
A. March 1, 1930, p. 635). 

Tor'en’s Sweet Chocolate Flavor Malted Milk 
(Tre Tor’en Co, New York). It has the following 
average composition: fat 6.7%; protein 9.7%; su- 
crose 47.8%; other carbohydrates (maltose, dextrin, 
lactose) 31.6%; ash 2.4%; insoluble chocolate solids 
0.4%; moisture 2.0%. This product differs from oth- 
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= chocolate malted milks in that the cocoa is cook- 
ed. 

Quaker Puffed Wheat (The Quaker Oats Co., Chi- 
cago). It is made from whole wheat; 25 per cent 
is bran. The minerals are retained. Puffed Wheat 
with whole milk is approximate in energy value to 
a dish of hot cooked cereal. 

Quaker Oats (The Quaker Oats Co., Chicago). 
Brands: Quick Quaker Oats; Rolled Quaker Oats; 
Mother’s Oats; Quick Mother’s Oats. Quaker Oats 
provides 50 per cent more protein than wheat, 60 
per cent more than wheat flour, more than twica 
as much as rice; 100 per cent.more than cornmeal. 
It is rich in minerals and vitamin B. 

Instant Postum (Vacuum Cereal Beverage) (Pos- 
tum Co., Inc., Battle Creek, Mich:) A beverage 
made only of whole wheat and bran roasted with a 
small portion of sugar-cane molasses. It contains 
no caffeine. 

Postum Cereal (Postum Co., Inc., Battle Creek, 
Mich.) It is made only of whole wheat and bran 
roasted with a small portion of sugar-cane molasses. 
It contains no caffeine. 

Sac-a-Rin Brand of Canned Vegetables (Kings 
County Packing Co., Oakland, Calif.) Brands: Cali- 
fornia Tomatoes; California Asparagus; California 
Spinach. These are vegetables packed without add- 
ed salt or sugar for dietetic purposes. For use when 
an intake of ca‘bohydrate—particularly sugar—is 
to be restricted. 

Sanka Coffee (Sanka Coffee Corporation, Brook- 
lyn and Los Angeles). A blend of South American 
coffee with Mocha and Java. The caffeine is re- 
moved by a process which removes 97 per cent or 
more of the caffeine originally present in the bean 
(based on 1.1 per cent of caffeine.) It may be used: 
when other coffee has been forbidden. 
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Milk Packed Coconut (Franklin Baker) Franklin 
Baker Co., Hoboken, N.J.) The shzedded coconut 
is packed in cans without the addition of sugar, the 
can beng filled with coconut milk. 

Franklin Baker Premium Coconut (Franklin Bak- 
er Co., Hoboken, N.J.) The shredded coconut is 
mixed with added sugar and 5 per cent glycerin and 
passed through driers. 

Southern Style Coconut (Franklin Baker) 
(Franklin Baker Co., Hoboken, N.J.) Coconut meat 
is passed through an automatic shredding machine, 
after which the added sugar is mixed with the 
coconut meat, the resultant product being passed 
through driers. 


Junket. (The Junket Folks, Chr. Hanson’s Labo- 
ratory, Inc., Little Falls, N.Y.) To prepare the pro- 
duct the dried blown or salted rennets in ordinary 
salt brine is extracted. The enzyme is then preci- 
pitated by salting to saturation and the resulting 
precipitate is mixed with pure Worcester salt, 
dried and pressed into tablets. Flavored Junket 
consists of rennet powder, similar to that used for 
Junket Tablets, except that this is mixed with cane 
sugar and natural flavoring. While the rennin 
enzyme itself does not add to the fuel value of milk, 
it makes it more wholesome because of its digestive 
action on the milk. 

Spintrate (Spinach Concentrate Spinach Products 
Co., Inc., Norfolk, Va.) Spinach in the form of a 
fine powder made from fresh spinach of the Savoy 
or curly leaf type. Spintrate is an excellent source 
of food iron, c:kcium and phosphorus; it is also a 
rich source of vitamin A, B (B:) and G (B.). 

Whitefield Genuine Grapefruit Juice (Whitefield 
Citrus Corporation, Long Island City, N.Y.) This is 
pure undiluted juice of sun-ripened grapefruit and 
contains no added p-eservatives. The process of 
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manufacture preserves the original character of the 
juice. 

Whitefield Genuine Orange Butter (Whitefield 
Citrus Ccrpcraton, Long Island City, N. Y.) This is 
an orange preserve with a new and different flavor 
and consistency made from tree-ripened fruit. 

Aunt Jemima Pancake Flour (The Quaker Oats 
Co., Chicago). The product is a mixture of flours— 
wheat, corn, rye, rice—with sugar, milk, baking 
powder and salt. 

Aunt Jemima Buckwheat, Corn and Wheat Flour 
(The Quaker Oats Co., Chicago). This is a buck- 
wheat, corn and wheat flour. 

Quaker Crackels (The Quaker Oats Co., Chicago). 
This is composed of corn, wheat and oats. 

Quaker Quick Macaroni (The Quaker Oats Co., 
Chicago). This is a new-type macavoni. A milk 
containing macaroni that cooks in five minutes in- 
stead of twenty. (Jour. A.M.A., February 8, 1930, 
p. 411). 

Borden’s Evaporated Milk (The Borden Co., New 
York City). It has the following average compo- 
sition: fat, 7.85%; protein, 6.88%; carbohydrates, 


9.6%: ash, 1.55%; total solids, 25.95%; water, 
74.05%. The product is manufactured from whole 
milk. Borden’s Evaporated Milk is advertised for 


infant feeding and for household use in making milk 
convenient fo~ cooking. It is claimed that the milk 
is clean and sterile; that it resembles breast milk in 
ease of digestion; and that it produces fine floccu- 
len’ curds. 

Cream of Wheat (Cream of Wheat Co., Minneap- 
olis). It is a product made entirely from wheat. 
It consists of the endosperm of the wheat, with only 
:o much of the bran and germ as it is impossible 
to remove. The product is used because it is rich 
in energy content and easily digested. 

Gerber’s Strained Vegetable Products (Ge-ber 
Products Division, Fremont Canning Co., Fremont, 
Mich.) Brands: Gerber’s Strained Spinach, Strained, 
Carrots, Strained Green Beans, Strained Peas, 
Strained Prunes, Strained Tomatoes and Strained 
Vegetable Soup. Specially selected vegetables, steam 
p-essure cooked and sterilized at high temperature. 
It is claimed that by excluding air and cooking 
under steam pressure without water, a greater con- 
servation of mineral salts and vitamin elements is 
effected. 

The New Pettijohn’s (The Quaker Oats Co., Chi- 
cafgo). This product consists of the whole wheat 
grain. It is obtained by steaming and flaking wheat 
which has a tender bran, the bran being included 
in unground form. The product contains all the 
nutritive elements of whole wheat. 

Post’s Brank Flakes with other parts of Wheat 
(Postum Co., Inc., Battle Creek, Mich.). The pro- 
duct is composed of bran flakes with other parts of 
wheat, flavored with malt syrup and salt. It com- 
bines the advantages of wheat bran in a nourishing 
and appetizing food. (Jour. A.M.A., February 15, 
1930, p. 485.) 

Muffets (Irradiated) (Quaker Oats Co., Chica- 
go). Whole wheat, cooked, crushed, drawn out to 
filmy rikbon of wheaten threads. Wound vound 
and round, baked and toasted. Muffets (Irradiat- 
ed) makes vitamin D available in a breakfast food 
for all ages except infants. It is not intended as a 
theraneutic agent to supplant cod liver oil. 

Quaker Farina (Irradiated) (The Quaker Oats Co., 
Chicago). Farina passed under the rays of ultra- 
violet lamps until it acquires vitamin D. The pro- 
duct will improve calcium and phosphorus reten- 
tion. It holds its irradiation under extreme condi- 
tions of cooking and storing. 

Quaker Puffed Rice (Quaker Oats Co., Chicago). 
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This product consists of rice kernels puffed to eight 
times normal size, providing for easy assimilation 
and retaining important food elements. 

Quaker Milk Spaghetti (The Quaker Oats Co., 


Chicago). The product is made from whole milk 
and wheat. (Jour. A.M.A., Feb-uary 22, 1930, p. 
559). 

Hellman’s Mayonaise (Richard Hellmann., Inc., 


Long Island City N.Y.) It is made from a blend of 
edible vegetable oils, vinegar egg yolk, spices and 
condiments beaten to a stable emulsion. 

Minute Tapioca (Minute Tapioca Co., Inc., Or- 
ange, Mass.) It is made from tapioca flour. The 
flour is bolted, mixed with water, steam cooked, 
granulated and dried. 

Association of Hawaiian Pineapple Canners. On 
the basis of an ave-age of representative samples 
of Hawaiian pineapples there is obtained a value 
of 88 calories per hundred grams of canned pine- 
apple. There a’e better sources of a single vita- 
min, but as an all around source of vitamins the 
pineapple takes unusually high rank. Canned pine- 
apple is an article of diet of substantial food value. 
(Jour. A.M.A., March 8, 1930, p. 716.) 


The tollowing products have been accepted as 
conforming to the rules of the Committee on Foods 
oi the Council on Pharmacy and Chemistry of the 
American Medical Association: 

Klim Powdered Whole Milk (Merrell-Soule Co.) 
It is whole milk from which all but about 2 per cent 
or less of the no’mal water has been removed by 

.eans oi the spraying process of drying milk. It 
contains: fat, 28.0 per cent; protein, 26.7 per cent; 
lactose, 28.0 per cent; ash, 5.8 per cent; water, 1.5 
per cent. Klim milk is used for supplementary 
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feeding to be use daccording to a physician’s for- 
mula. 

Borden’s Natural Flavor Malted Milk (The Bor- 
den Co., New York). It is a processed mixture of 
barley malt, wheat flour and whole milk, reduced to 
a powdered form. The product contains: fat, 9.2 
per cent; protein, 15.5 per cent; lactose, 13.5 per 
cent; maltose, 38.6 per cent; dextrin, 20.2 per cent; 
ash, 3.8 per cent; moisture, 2.2 per cent. It is eas- 
ily digested. 

Mellin’s Food (Fellin’s Food Co., Boston). It is 
a milk modifier. It contains: fat, 0.16; protein, 
10.35; maltose, 58.88; dextrins, 20.69; soluble car- 
bohydrates, 79.57; salts, 4.30; water, 5.62. Mellin’s 
Food is a soluble, easily digestible dry extract made 
from what flour, wheat bran, malted barley and 
potassium bicarbonate. 

Mellin’s Food Biscuits (Mellin’s Food Co., Bos- 
ton). They contain a large percentage of Mellin’s 
Food. (Jour. A.M.A., April 12, 1930, p. 1145.) 





PROPAGANDA FOR REFORM 


Citrin Not Acceptable for N.N.R.—The Council 
on Pharmacy and Chemistry reports that Citzin is 
marketed by the Table Rock Laboratories in the 
form of capsules claimed to contain “50 mgm. cuc- 
urbocitrin,” the latter being “a nontoxic glucosid- 
saponin processed from the seed of the watermelon 
(Cucurbita Citrullus)”. 


In the information submitted to the Council, Citrin 
is stated to be “the crude extract” obtained from the 
wate-melon seed. The available evidence does not in- 
dicate that the product is a pure glocoside. Citrin is 
stated to be “for the treatment of hypotensive cardio- 
vascular disease” and is advertised as “The new ther- 
apy for vascular hypertension. The Council reviews 
the available evidence for the usefulnses of Citrin 
and explains that the question at issue seems to be 
whethe: the observed lowering of blood pressure by 
drugs is of any great clinical value, and, when this 
does occur, to what extent it is due to the drug and 
to what extent to other factors. Altogether, the 
Council concludes that the clinical evidence does 
not establish the therapeutic usefulness of Citrin; 
hence, the Council declared Citrin unacceptable fon 
New and Unofficial Remedies. (Jour. A.M.A., Aprli 
5, 1930, p. 1067). 

Haley’s M-O Magnesia-Oil Not Acceptable for 
N.N.R. and Magnesia-Mineral Oil (25) Haley Omit- 
ted from N.N.R.—The Council on Pharmacy and 
Chemistry reports that Haley’s M-O Magnesia-Oil 
(exploited with the emphasis on “Haley’s M-O”’) is 
the name unde= which the Haley M-O Co., Inc. has 
marketed a mixture of magnesia magma (milk of 
magnesia) and liquid petroleum; that the firm re- 
quested acceptance of the product for New and Non- 
official Remedies stating that it is composed of 
magma magnesia 75 per cent by volume and liquid 
petroleum 25 per cent by volume; that the Council 
refused admission of the product to New and 
Nonofficial Remedies because the use of a mixture 
of liquid petroleum and magnesia magma in fixed 
proportions under an uninforming name is detri- 
mental to rational presc-ibing; and that the prepa- 
ration was accepted after the firm had adopted the 
name Magnesia-Mineral Oil (25) Haley and had re- 
vised its advertising to make it acceptable. After 
the Council had repeatedly been obliged to object to 
the advertising, the firm wrote to the Council that 
its attempts to meet the requisements of the Coun- 
cil were proving financially unprofitable and that it 
had decided to go back to the old name “Haley’s 
M-O”. This means that physicians will again be 
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asked te use this simple pharmaceutical mixture 
under an uninfo-ming name. The Council directed 
the omission of Magnesia-Mineral Oil (25) Haley 
from New and Nonofficial Remedies and declared 
Haley’s M-O Magnesia Oil (“Haley’s M-O”) unac- 
ceptable for New and Nonofficial Remedies. (Jour. 
A.M.A. April 5, 1930, p. 1067). 

Corozone. The Corozone unit is a small portable 
ozonator which can be operated on the ordinary elec- 
tric light circuit. Ozone in sufficient concentration 
to kill bacteria is not suitable for ordinazy respira- 
tion because of its irritant action. Ozone cannot be 
used as a substitute for good ventilation in a room 
any more than deodorants or perfumes can be used 
as a substitute for bathing the body. There has been 
no sound scientific work brought forward to show 
that there is any place whatever for ozone in prob- 
lems of ventilation. (Jour. A.M.A., April 5, 1930, p. 
1089). 


John R .Brinkley, Quack. John R. Brinkley of 
Milford, Kansas, has for years been quacking it but, 
having his own so-called hospital, it has been pos- 
sible for him to keep his own records, so that only 
by accident do the results of his work become pub- 
lic. The newspaper publicity that has recently been 
given to Brinkley is beginning to bring to light 
some of the crudities of his wo’k. Brinkley’s “spec- 
ialty” is the alleged sexual rejuvenation of the male 
by the (also charged) implantation of goat’s tes- 
ticles into the human scrotum. Naturally, the delu- 
ded individuals who go in for this particular line of 
medical humbug are not going to complain after 
they have found that they have been swindled. If 
Brinkley had been shrewder, he would have con- 
fined his quackery to this particular field. More re- 
cently, however, he has been going into the treat- 
ment (still, alleged), of prostate trouble and, nat- 
urally, men do not have the same hesitancy about 
discussing operations for the relief of pathologic 
conditions of the prostate that they do in talking 
about sexual rejuvenation. The Kansas City Star. 
which has been giving its readers a great deal of 
information about Brinkley’s methods, has now pub- 
lished some interesting material from Brinkley vic- 
tims who throw light on the way in which he uses 
his zadio station to get in touch with persons and 
how he treats them at his hospital. (Jour. A.M.A., 
April 26, 1930, p. 1339.) 


The Baker Ballyhoo. Norman Baker, the high- 
pressure gentleman at Muscatine, Iowa, who has 
recently invaded the medical field with two quack 
cancer cures—those of Ozias and Hoxsey—continue 
to get publicity. This in addition to the very good 
job that he does over his own radio station, KTNT. 
Recently newspaper accounts have appeared stating 
that Baker had claimed that an attempt had been 
made on his life and that an attempt had been made 
to blow up his radio station. These reports were 
not confirmed. The only other newspaper items 
that have been noted regarding Baker are the re- 
ports of cancer victims who have died following the 
Baker Institute “treatments.” (Jour. A.M.A., April 
26, 1930, p. 1340). 





SITUATIONS WANTED 


WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 
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DIRECTORY OF CONSTITUENT ORGANIZATIONS 


THE MEDICAL & SURGICAL ASSOCIA- 
TION OF THE SOUTHWEST. 


(Next Annual Meeting in E] Paso, in Nov- 
ember, 1930.) 
President—Dr. E. Payne Palmer, Phoenix. 
First Vice President,—Dr. J. M. Greer, Phoe- 
nix. 
Second Vice President,—Dr. John W. Cath- 
cart, El] Paso. 
Secretary-Treasurer,—Dr. W. Warner Wat- 
kins, Phoenix, Arizona. 
Trustees:—Dr. Willard Smith, Phoenix. 
Dr. Willis W. Waite, E] Paso. 
Dr. P. G. Cornish, Jr., Albuquer- 
que. 


THE ARIZONA STATE MEDICAL AS- 
SOCIATION 


(Next Annual Meeting in Nogales, in April, 
1931.) 
President—Dr. J. M. Greer, Phoenix. 
President-Elect—Dr. Harry A. Reese, Yuma. 
Vice-President—Dr. W. C. Todt, Kingman. 
Secretary,—Dr. D. F. Harbridge, Phoenix. 
Treasurer—Dr. C. E. Yount. 
Council—Northern District, Dr. G. F. Man- 
ning, Flagstaff. 
Central District, Dr. W. Warner 
Watkins, Phoenix. 
Southern District, Dr. C. A. Thom- 
as, Tucson. 
Medical Defense Committee :— 
Dr. John E. Bacon, chairman, Mi- 
ami. 
Dr. R. D. Kennedy, Globe. 
Dr. D. F. Harbridge, Phoenix. 


THE NEW MEXICO MEDICAL SOCIETY 

(Next Annual Meeting in Raton, June, 1930) 

President,—Dr. F. H. Crail, Las Vegas. 

President-Elect,—Dr. Robert O. Brown, San- 
ta Fe. 

Vice President,—Dr. J. A. Reidy, Albuquer- 
que. 
Secretary-Treasure,r—Dr. 
Albuquerque. 

Council:—Dr. C. B. Elliott, Raton (three 
years). 
Dr. Harry Mera, Santa Fe (three 
years). 
Dr. Carl Mulky, Albuquerque (two 
years). 
Dr. Dwight Allison, Las Cruces, 
(two years). 
Dr. W. T. Joyner, Roswell, (one 
year). 
Dr. H. A. Miller, 
year). 


L. B. Cohenour, 


Clovis, (one 


EL PASO COUNTY MEDICAL SOCIETY 


(Next Annual Meeting in December, 1930.) 
President,—Dr. Paul Gallagher, E] Paso. 
Vice President,—Dr. J. W. Laws, E] Paso. 
Secretary-Treasurer,—Dr. S. H. Newman, E] 
Paso. 
Librarian,—Dr. F. C. Goodwin, El] Paso. 
Censors,—Drs. G. Werley, W. W. Waite and 
S. D. Swope. 
Associate Editor,—Dr. James J. Gorman. 
Delegates to Texas State Medical Associa- 
tion,—Drs. W. L. Brown and T. J. 
McCamant; Alternates, Drs. W. 
W. Waite and R. L. Raney. 
Delegate to American Association for the 
Advancement of Science, — 
Dr. E. C. Prentiss. 
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’ COUNCIL-ACCEPTED 


PITOCIN 


OXYTOCIC HORMONE... (ALPHA-HYPOPHAMINE) 


Prrocin, one of the two hormones isolated from 
the posterior pituitary gland, acts, specifically, 
as an oxytocic. It does not raise blood pressure 
or affect the symptoms of diabetes insipidus. 
Until the isolation of Pitocin (together with 
Pitressin, pressor hormone), all pituitary 
extracts for obstetrical use contained both 
hormones. In order to get the oxytocic effect 
it was necessary to accompany it by a circula- 
tory disturbance that was not always desirable. 
Now each can be obtained without the other. 
What are the clinical applications of Pi- 
tocin? Mainly as a stimulant to the uterus 


in labor when the uterine contractions are 
inadequate, and especially in cases where it 
would be unwise to increase blood pressure, or 
water retention, as in eclampsia or in cases 
having an eclamptic tendency. 

Pitocin is administered in the same way and 
in the same dosage as Pituitrin Obstetrical. 
Each cubic centimeter contains 10 International 
Oxytocic Units, which is the oxytocic strength 
of Pituitrin Obstetrical. 


Packages: (Boxes of 6 and 100 ampoules). 
Ampoule No. 160, Pitocin, 1 cc. 


Write for “Booklet on ‘Pitocin 
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